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UNILATERAL HEADACHES 
Caused by an Imbalance 


of the Masticatory Muscles 


WOODROW 5S. MONICA, D.M.D., Orange, New Jersey 
and LOUIS F. RAYMOND, M.D., East Orange, New Jersey 


DIGEST 

This article which describes the 
physiology and function of the 
masticatory mechanism includes 
two case histories which demon- 
strate the value of complete 
mouth rehabilitation in situa- 
tions where headaches are experi- 
enced by patients in the presence 
of an imbalance of the mastica- 
tory muscles. 


thus resolve into a partial tetanic 
contraction or trismus. 

Types of Contractions Performed: 
Masticatory muscles perform all types 
of contractions: isotonic, isometric, 


Requirements for 
Mandibular Function 
Efficient mandibular movements de- 
pend upon (1) an intact reciprocal 
innervation system, (2) coordinated 
muscular contractions, (3) undam- 
aged temporomandibular joints, and 
(4) a balanced occlusion. 

Function of the Reciprocal Inner- 
vation System—With sensory fibers 
in the periodontium, palate, and mus- 
cles, the reciprocal innervation sys- 
tem governs the delicate interplay of 
the masticatory muscles. Afferent 
neural impulses from these sensory 
fibers to the central nervous system 
cause contraction of the protagonistic 
(working) muscles and relaxation of 
the antagonistic (balancing) muscles. 
This simultaneous adjustment of op- 














and lengthening (stretching). Prota- 
gonistic muscles shorten in isotonic 
contraction to crush food. This dy. 
namic function accomplishes external 
function. At the same time, antagon- 
istic muscles contract isometrically 
(Fig. 2). These muscles retain a con. 


stant length, but they develop a ten. 





posing muscle groups ensures efficient 
mandibular movements. 

Diverse Activities of Masticatory 
Muscles—When an imbalance of mus- 
cle-activity exists, as in unilaterally 
edentulous mouths, the neuromuscu- 
lar impulses to the antagonists may 
exceed the physiologic capacity of 
those muscles to respond in a coor- 
dinated manner. These muscles may 
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| of the jaws and musculature. 
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jon to oppose the protagonistic 
forces. This static function, which per- 
forms no external work, maintains 
posture for the mandible. 

Maximum Isometric Tension: The 
antagonists may attain a maximum 
isometric tension without causing a 
spasm or a shortening. If the grind- 
ing (protagonist) force is greater 
than the maximum isometric contrac- 
tion, the antagonists are abnormally 
stretched." To prevent lengthening 
and to maintain mandibular posture, 


i the antagonists are excessively stim- 


ulated by the reciprocal innervation 
system. 

The Normal Temporomandibular 
Joint—The temporomandibular joint 
(a diarthrodial type) is incongruent 
during mastication except for a small 
area of contact. Thus, the joint is 
transformed momentarily into a syn- 
arthrodial type.” Antagonists, by 
means of the homolateral condyle, 
gain support in this manner by press- 
ing on the posterioinferior surface of 
the articular eminence. If the joint is 
deranged, these muscles are likewise 
overtaxed with stimuli from the recip- 
rocal system. 

Mechanism of Balanced Occlusion 
—The posterior balancing teeth also 
help support the antagonists during 
mastication. When those teeth are 
missing, the protagonistic force ex- 
ceeds the maximum isometric tension 
and stretches the antagonists (Fig. 3). 

Similar to Action of Lever: In un- 


® ilateral edentulous mouths, this action 


may be likened to a level of the first 
class: (1) The teeth on the working 
side (or tough food between those 
teeth) act as the fulcrum. (2) The 
protagonistic muscles serve as the 
power and the antagonistic muscles 
are the resisting force. (3) The force 
of the protagonists tends to stretch 
the ineflectively supported antagon- 
ists (Figs. 4 and 5). (4) The latter, in 
turn, are excessively stimulated 
through the reciprocal innervation 
system in order to maintain posture 
for the working side. (5) The com- 
pensatory stimuli exceed the physio- 
logic cupacity of the antagonists to 
remain in isometric contraction.° 
Extreine Muscle Contraction: The 
muscle. “lock”, as it were, in a par- 
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2. Left in picture shows the working side, isotonic contraction. The right in 
picture is the balancing side in isometric contraction. Left in picture working 


side. Right, balancing. 





tial tetanic contraction or trismus. 
Painful Impulses Transmitted: The 
trismus usually discharges painful 
impulses to a referred or to a second- 
ary area on the same side of the 


head.® 


Case 1, Referred Pain 

The following case report illustrates 
headaches caused by referred pain. 

History—A 30-year-old police ofh- 
cer, extremely tense, suffered daily 
from headaches in the right frontal 
area. The headaches started shortly 
after the extraction of several mandi- 
bular molars and the insertion of an 
upper partial denture. During the day. 
he gritted the left superior central and 


lateral pontics; while asleep, he 


ground his teeth. Several physicians 
ruled out organic disease. 

T reatment—The patient’s occlusion 
was restored with a lower partial den- 
ture, a relined upper denture, and 
occlusal adjustments. One week after 
oral rehabilitation he was relieved of 
bruxism, gritting, and headaches. He 
returned for observation at regular 


1Fulton, J. F.: A Textbook of Physiology, ed. 
17, Philadelphia, W. B. Saunders and Company, 
1955, p. 136. 

2Gardner, Ernest: Physiology of Movable 
Joints, Physiol. Rev. 30:150 — 1950. 

3Adams, Raymond; Denny-Brown, D.; and 
Pearson, Carl M.: Diseases of Muscle, New 
York, Paul B. Hoeber, Inc., Harper and Broth- 
ers, 1954, pp. 83-85. 

Raymond, L. F., and Monica, W. S.: Dental 
Factors in Migraine, Ann. Otol. Rhin., & Laryng. 
67 :145-147 (March) 1958. 
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3. Shows exaggerated effect of lever action on the balancing muscles. 























intervals for two years and remained 
asymptomatic. 


Case 2, Secondary Pain 

This case report illustrates head- 
aches caused by secondary pain. 

History —A 47-year-old nervous 
stenographer complained of frequent 
headaches in the left occipital area, 
and pain over the left condyle and be- 
hind the left ear. The headaches start- 
ed ten years previously after multiple 
extractions. The upper missing teeth 
had been replaced by a partial den- 
ture. The unilaterally missing lower 
posteriors were not restored. 4 

Treatment — The patient’s mouth 
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Two weeks later, she was syniptom. 
less. The patient was observed g 
regular intervals for three years and 
remained asymptomatic. 


Comment 

The protagonistic masticatory mus. 
cles are capable of a far greater work. 
load than is habitually required jn 
contemporary life. Excessive or 
strained chewing may temporarily 
cause distress, but the latter condition 
resolves itself without any prolonged 
effect on the protagonists. 

The antagonistic masticatory mus. 
cles are not so well favored because 
nature does not always provide an 
adequate compensatory mechanism 
for missing teeth. Many patients with 
unilaterally missing teeth experience 
unusual stress in the antagonists from 
an imbalance of the neuromuscular 
impulses. These stimuli may contrib- 
ute to abnormal nervous reactions 
such as gritting and clenching. 


Summary and Conclusion 

In a study of 25 patients with u- 
ilateral headaches, 24 were relieved 
by oral rehabilitation. 

In many patients with unilaterally 
edentulous mouths, excessive neuro- 
muscular impulses stimulate the an- 
tagonistic muscles beyond their physi- 
ologic capacity to remain in isometric 
contraction. The result is a partial 
tetanic contraction or trismus. 

The pain caused by trismus may 
spread to a referred or to a secondary 

area on the same 
side of the head. 
If unilateral 
headaches are 
caused by an im: 
balance of the 
masticatory mus- 
cles, the _head- 
aches may be re: 
lieved by oral re 
habilitation. 
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was rehabilitated with a lower partial 4. Schematic drawing of the stretching action of protagonistic muscular com 
denture and occlusal adjustments.  stractions in unilaterally edentulous mouths. 
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UPPER ANTERIOR BRIDGE 


with Nonparallel Cuspids 


GEORGE F. EISENBRAND, D.D.S., Wilmette, Illinois 


This article presents a step-by- 
step procedure for completing a 
bridge of four teeth to replace the 
four upper incisors in a patient 
whose cuspids were not parallel, 
and where it was inadvisable to 
make them parallel by grinding. 
Each step in the technique is il- 
lustrated. 


Procedural Steps 

Step One—Standard three-quarter 
crown preparations were made on the 
cuspids, routine impressions and bite 
taken, and models were made and 
articulated in standard fashion. The 
incisors were cut from the model and 
Trupontics® were selected, ground 
and set up, and the pontic casting 
made. 


Step Two—A length of .051 hard 
clasp wire with standard thread was 
procured (Fig. 2A). A corresponding 
drill (Fig. 2B), and tap (Fig. 2C) 
were also employed. The wire was cut 
into four 14-inch lengths. A ball was 
formed on the end of each length by 
heating with an oxygen torch (Fig. 
2D). The ball was then ground square 
(Fig. 2E) to make a bolt head. 

Step Three—Part of the lingual of 
the two centrals was cut away, bevel- 
ing at the incisal and at the gingival, 





1, Picture of teeth when patient presented. 


Problem 


In the four upper incisors the pulps 
were dead and extreme apical path- 
ology existed as a result of a football 
accident (Fig. 1). Extraction was de- 
cided on. As the cuspids were definite- 
ly not parallel and to parallel them by 
grinding would endanger the pulps, a 
special technique was devised. The 
following steps were taken: 
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3. Cross section. Shaded area shows 
gold removed on lingual of central 
castings. 


2. Forming of wire bolts as described in text. 


as shown in the shaded portion of 
Figure 3. A wax impression was made 
for a splint to replace the ground- 
away portion. This was cast, finished, 
fitted, and seated carefully. Two holes 
were drilled through each central and 
splint, holding the splint in place (Fig. 
4) during this step. 

Step Four—The splint was removed 
and tapped, and the holes were en- 
larged in the backings until the bolts 
were free (Fig. 5). 
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4. Holes drilled through backings and splint. 47. Backing and splint ready for investment, and soldering. 
5. Splint removed and tapped, and holes enlarged in @, Bridge sawed in half. 

backing until bolts will be free. - 9. Finished and polished. 

G. Holes in backings countersunk on labial. 10. Teeth extracted. 








Step Five—tThe holes were slightly 
counter-sunk in the labial of the back- 
ings (Fig. 6). 

Step Six—The pontics were put in 
place and the span positioned and sol- 
dered to the two abutments in the 
standard manner (Fig. 7). 

Step Seven—The backing was 
sawed apart between the centrals, us- 
ing a 6/0 fine jeweler’s saw (Fig. 8). 
The entire bridge was finished and 


polished (Fig. 9). 


Final Steps 


1. An appointment was made with 
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the patient. The teeth were extracted, 
(Fig. 10) and each half of the bridge 
inserted (Fig. 11). 

2. The splint was put in place and 
the four bolts screwed in as a final test 
for fit (Fig. 12). 
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3. The bolts and bridge were re- 
moved, the teeth cemented on each 
haif temporarily, and the two halves 
of the bridge set temporarily, leaving 
out the bolts and splint. The patient 
was dismissed for three days. On his 





_ return the sections were removed and 


cleaned and the abutment teeth clean- 
ed. 

4. The two halves of the bridge were 
cemented separately. After the cement 
was set, the splint was replaced and 
the bolts drawn up tightly, using small 
nose pliers on the square heads (Fig. 
13). 

The protruding lingual part of the 
bolts was ground off and polished. 
The bolt heads were ground flush with 
the backings (Fig. 14). 

6. The facings were cemented to 
place on the bridge (Fig. 15). 


Conclusion 

After three years in place, the 
bridge is still solid and functioning 
perfectly. 

1137 Central Avenue 








Comprehensive Routine 


ULTRASONIC DENTISTRY 


Part Three 


FRANK N. SORACI, D.D.S., Yonkers, New York 


DIGEST 

In this final installment of a 
three-part article which reports 
the results of a comprehensive 
routine use of the ultrasonic unit 
in general dentistry, the author 
considers the ultrasonic _tech- 
nique particularly suited in pro- 
phylaxis, and root canal therapy, 
and describes in detail important 
factors involved in the operation 
of the unit. 


Prophylaxis and Calculus 
Removal 

For the removal of gross stain and 
calculus, the unit is extremely effec- 
tive and rapid. It is gentle for the 
patient and simple and less fatiguing 
for the operator. With the Cavitron 
periotips, it is possible to perform com- 
plete calculus removal and prophylaxis 
(Figs. 22, and 23) in one sitting for 
the average patient. The periotips are 
used with plain water and at a lower 


power output. No damage is done to 
the soft tissue and no pressure or pain 
is felt, even when performing deep 
scaling. 


Root Canal Therapy 

The ultrasonic unit is especially 
useful in root canal therapy for the 
patient who presents with swelling of 
the mouth from infected teeth. In 
these cases, a local anesthetic is near- 
ly always contraindicated. The fol- 
lowing procedure, therefore, is com- 
pleted: 

(1) After x-ray examination an 
opening is ultracarved into the tooth 
surface. This involves virtually no 
discomfort, since only two ounces of 
pressure are required for the ultra- 
carving process. 7 

(2) The ultrasonic root canal hub 
is placed into the handpiece. 

(3) The proper barbed broach is 
selected and tightened to the ultra- 
sonic hub. 


(4) The power knob of the cavi- 
tron is set between 20 and 30. 

(5) Proper tuning is made with 
the unit running with water. 

(6) The barbed broach is placed 
into the canal and the pulp is removed 
in seconds, almost without discomfort. 

Further root canal treatments, at 
subsequent appointments, can be con- 
tinued with the ultrasonic unit or in 
the routine manner. A detailed de- 
scription of the ultrasonic technique 
is presented by Richman.’* 


Operating Aids and 
Methods 

(A) Changing of Cavitip—To sim- 
plify the changing of the cavitip, the 
small wrench employed is bolted to 
the dental cabinet (Fig. 24). An air 
cut-off and motor tool are placed 
above it. The air cut-off is for drying 
away the alcohol used to clean and 
sterilize the handpiece each time a 
tip is changed. 


Richman, Michael J.: The Use of Ultrason- 


ics in Root Canal Therapy and Root Resection, 
J. D. Med. 12:12-18 (January) 1957. 





223. Extracted molar with gross stain, calculus, cervical 


erosion and caries. 
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23. The molar shown in Figure 22 cleaned with the ultra- 
sonic periotips and water. 
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94, Accessories in position for operating convenience. Left 
toright: air cut-off, cavitip wrench, motor tool with grinding 
stone, plastic container with alcohol and waste bottle, and a 


cavitip compartment box. 





25. Illustration of operating angulation of chair and per- 
manent location of ultrasonic unit. The unit is about two feet 
from right arm of chair. 





26. Operating arrangement of air cut-off, aspirator switch- 
es, ultrasonic handpiece, and ejector from aspirator. 


a 


27. Position of operating fingers on ultrasonic handpiece. 





Few Changes of Cavitips Neces- 
sary: The motor tool with its grind- 
ing stone is used to square-off, re- 
shape, or sharpen the cavitips when 
necessary. The motor tool saves the 
time and energy needed for reaching 
for the rotary drill. But mainly, it 
eliminates the patient’s fear of using 
the old drill. Few changes of the cavi- 
tips are necessary during a normal 
day’s operation. 

Auxiliary Handpiece Available: In 
addition, the ultrasonic manufacturer 
has recently designed an auxiliary 
handpiece for prophylaxis and cal- 
culus removal. In this lighter hand- 
piece. the screw thread attachment is 
eliminated. Instead, the periodontal 


lips are easily inserted in a second or 
two. 
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Method may be Incorporated in 
Future Models: It is probable that 
this rapid method of changing cavi- 
tips will be incorporated in the cut- 
ting handpiece in the near future. 

(B) Operating Room Arrangement 
—The ultrasonic unit should be on 
the operator’s right, adjacent to the 
dental cabinet (Fig. 25). This facili- 
tates its usage and keeps the unit at a 
distance from the chair and rotary 
machine with the following advan- 
tages: (1) The unit does not have to 
be moved, (2) the handpiece is ob- 
tained without reaching over the pa- 
tient, and (3) accessories and cavitips 
are on the cabinet adjacent to the 
unit. Everything needed for rapid 
operation is at the operator’s finger- 
tips. 


Surgical Aspirator: This is neces- 
sary at all times in using the unit, and 
is placed to the left of the rotary unit. 
For additional operating ease and 
speed, an on-off electrical switch for 
the aspirator is attached to the brack- 
et table supports (Fig. 25). 

Three Clamps Employed: Directly 
above the switch are three clamps. 
These are used to hold an air cut-off, 
the ultrasonic handpiece during com- 
pression of amalgam, and the ejector 
tip from the aspirator (Fig. 26). 

(C) Manner of Holding Handpiece 
—In using the ultrasonic handpiece, 
it is never necessary for the operator 
to place his fingers in the patient’s 
mouth for support. As the handpiece 
does not rotate, it is motionless and 
cannot “run away.” 
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It is held lightly, but firmly, in the 
same manner that an ordinary pen is 
held (Fig. 27). It is also controlled 
the same way. In writing, the small 
finger controls the pressure of the pen 
on the paper. The pressure of the cav- 
itip on the tooth is controlled in this 
way. The small finger is placed some- 
where along the patient’s chin area 
with just enough pressure to compress 
the chin. The touch utilized to main- 
tain the small finger on the patient’s 
chin is about equal to that required 
on the tooth while ultracarving. 


Summary 

1. The ultrasonic unit is not merely 
an instrument for operative and 
crown preparations. It can also be 
used efficiently for other dental pro- 
cedures, including root canal therapy, 


periodontia, prophylaxis, and amal- 
gam condensation. 

2. The need for anesthetics has 
been almost eliminated in all routine 
operative and crown and bridge pro- 
cedures. 

3. Sharp, precise cuts are easily ob- 
tained, eliminating the need for hand 
instruments for nearly all prepara- 
tions. 

4. With the improved action of the 
new cavitips, soft extensive caries can 
be removed without the use of hand 
excavators. 

5. A new, faster method of chang- 
ing cavitips has been developed for 
an auxiliary prophylactic handpiece. 

6. Both patient and operator are 
far more relaxed so that more opera- 
tions can be performed in less time. 

7. The author has relegated the 
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No DENTAL author can ever be paid 
for a valuable technical or scientific 
article. The value of such material is 
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ration of a technical article, how- 
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for drawings, photographs, models, 
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rotary drill to the role of an ac SSory 
tool for grinding gold, prop’. ylaxis 
for children, and denture adjust :ents, 


Conclusion 

1. The ultrasonic dental unit js a 
vast improvement over the ‘otary 
drill, low or high speed, because by 
eliminating rotary motion, it elimi. 
nates vibration, heat, and noise, the 
major causes of pain and apprehen. 
sion in dentistry. 

2. It is the most versatile and pa- 
tient-accepted unit that has been de. 
signed for the dental profession. 

3. As dentists develop a_ proper 
knowledge, understanding, and ap- 
preciation of its value, professional 
acceptance of the revolutionary ultra- 
sonic method for almost all dental 
procedure will become general. 
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DIGEST 

In cases involving minor correc- 
tion of deviated teeth, the gen- 
eral practitioner may assume the 
possibility of repositioning them. 
In more progressed conditions, 
however, cooperation between 
the orthodontist and _ prostho- 
dontist is advisable. A somewhat 
complicated case of this kind is 
discussed herein. Integration of 
periodontic-operative and ortho- 
dontic treatment in proper se- 
quence made successful com- 
pletion possible. 


Objectives in Treatment 

Carranza! has well stated: “The goal 
of treatment of occlusal trauma must 
be the achievement of an occlusion 
functionally satisfactory for the sup- 
porting structures. To this end it is 
necessary to eliminate as far as pos- 
sible all premature contact and inter- 
ferences, to seek a wide distribution 
of forces with an axial incidence and 
to enable the jaw to glide smoothly 
without interference. This may be 








11. Lips at rest. Teeth protrude. 
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Orthodontic-Prosthetic Approach 


in OCCLUSAL RECONSTRUCTION 


MURRAY N. RUBINSTEIN, D.D.S., New York 


achieved by (a) so-called selective 
grinding, (b) orthodontia, (c) pros- 
thodontic measures.” 

Accurate Centric Relation Neces- 
sary—Long standing occlusal dishar- 
monies result in an acquired habitual 
position of the mandible. McLean? 
termed this “a convenience relation- 
ship.” This is the position wherein 
the teeth occlude although one or both 
condyles may be out of normal posi- 
tion in the fossae. It is caused by 
the development of an abnormal neu- 
romuscular habit resulting from at- 
tempts to avoid occlusal prematuri- 
ties. The end result imposes strain 
which displaces the condyles, thus 
preventing registration of accurate 
centric relation. 

Specialized Assistance of Value— 
The author? has presented in previous 
articles various techniques for the 
minor correction of malpositioned 





1Carranza, F. A., et al.: Periodontal Disease 
Therapy, Internat. D. J. 7:215 (June) 1957. 

2McLean, D. W.: Pathologic Occlusion; A 
aaa Clinical Problem, JADA 21:239 (Dec.) 
1944. 

3Rubinstein, M. N.: Approach to Reconstruc- 
tion, DENTAL DIGEST 61:3:112 (March) 1955. 


2. Intraoral view. 


and drifted teeth. In cases where radi- 
cal movement is required, however, 
the orthodontist’s skill is an addition- 
al benefit. It is wiser to request spe- 
cialized assistance in the treatment of 
reconstruction than to assume the risk 
of additional hazards. The orthodon- 
tist is qualified to determine the cor- 
rect approach in cases of advanced 
shifting of teeth. When the teeth have 
been repositioned to their best possi- 
ble relationship, the practitioner may 
complete the operative and prosthetic 
stages of treatment according to re- 
quirements. 


Multiple Problems 
of Occlusal Reconstruction 
The problems that confront the 
dentist in the approach to occlusal re- 
construction present a complex. A 
routine or regimen that will secure 
successful management according to 
established principles is an advantage. 
Frequently, in this type of case there 
is a need for surgery, periodontal 
care, orthodontia, and prosthodontia. 
The correlation of these procedures in 
properly timed sequence is essential 
to ultimate success. 
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Removal of Teeth May be Ne. essary 
—In the case of a severe pericdonta] 
condition, removal of hopeles: teeth 
will facilitate repair simulta:ecously 
for the alveolus and adjacent perio. 
dontal pocket. 

Use of Acrylic Splint—Early intro. 
duction of an immediate acrylic splint 
on prepared teeth so involved will aid 
in their healing because of stabiliza. 
tion secured through this procedure. 
As treatment proceeds, immediate 
splinting will be of further value jp 
repositioning teeth, using the splint 
as anchorage. Interruption of perio. 
dontal treatment throughout all the 
procedures will not be necessary. 

Test Patterns Recommended—tt is 
recommended that in the management 
of occlusal reconstruction liberal use 
be made of test patterns of acrylic or 
metal construction to predetermine 
the acceptability of the projected re- 
habilitation. This will ensure func- 
tional acceptance of the treatment 
plan. 

Specific Problem Described — For 
the purpose of illustration the proced- 
ure followed in a complex problem 
case is described from the inception 
of treatment to its conclusion. In pre- 
vious articles, general suggestions for 
case management in rehabilitation 
have been presented. The procedures 
in this case observe the recommenda- 
tions already stated. 


Preliminary Steps 

(1) A complete x-ray series in- 
cluding bitewing views were taken. 
These disclosed marked alveolar loss 
throughout the mouth. The teeth in- 
dicated as hopeless were the upper 
right and left first molars; they were 
marked for extraction. 

(2) Photographs of the face were 
taken in profile and front view (Fig. 
1). Intraoral views were also re 
corded (Fig. 2). 

(3) The patient’s medical history 
and general health inquiry disclosed 
no underlying systemic factors. 








3A. Preoperative models, anterior 
projection, 

BB. Left side projection. Note a 
terior overbite. 

3C. Right side projection Diastem* 
prevail throughout anteriors. 
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(4) Accurate alginate impressions 
were taken for study casts. These im- 
pressions were poured twice for du- 
plicate models. The first set were 
mounted on an adjustable type ar- 
ticulator with a tentative wax check 
bite for registration. The second set 
were filed for reference purposes 
(Figs. 3A, 3B, and 3C). 

Clinical Correlation—Using the in- 
formation obtained, a clinical dental 
survey was made: 

(a) The anterior teeth had attained 
a generalized mobility and diastemas 
were present in both upper and lower 
teeth. 

(b) The gingivae were edematous 
and bled profusely on touch. 

(c) The upper anteriors had mi- 
grated labially and the laterals were 
in torsi-version. 

(d) There was a marked overbite. 

(e) The patient complained of gen- 
eralized dental discomfort and oc- 
casional clicking in the temporoman- 
dibular region. 

({) Study of the teeth disclosed 
many restorations, none of which had 
been restored beyond a flat surface; 
no attempt has been made to restore 
the teeth morphologically. 

(g) Further inquiry disclosed the 
presence of multiple food impaction 
areas which contributed to the perio- 
dontal delinquency. 

(h) The patient recounted that her 
teeth had been previously ground to 
“achieve a better bite.” The untreated 
teeth remaining did present an ap- 
pearance of marked wear. 

(i) There was an opened bite at 
the region of the left first molar, and 
bicuspid. 

Survey of Conditions—It was evi- 
dent from study of the clinical survey 
that closure of the vertical dimension 
was increased by the loss of cusp 
form induced by faulty restorations 
and injudicious grinding of the re- 
maining teeth. This resulted in in- 
crease of the anterior overbite with 
the associated result of abnormal 
pressures on the anterior teeth re- 
sulting in their displacement. It was 
obvious that the periodontal condi- 
tion was also impaired by these fac- 
tors. This conclusion was corrobor- 
ated by observation of the patient’s 
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interocclusal space which was approx- 
imately 5 millimeters. The general 
picture as presented could account 
for the clicking of which complaint 
was made because of alterations of 
the condylar path due to occlusal 
collapse. 

Treatment Planning—In planning 
overall treatment the following as- 
pects were considered: 

(a) Periodontal: Except for the 
upper first molars already noted as 
hopelessly involved periodontally, it 
was decided to attempt to retain all 
the remaining teeth. This type of 
case usually responds favorably if 
stabilized. The patient was according- 
ly advised that her response to treat- 
ment would be the guide to success in 
retaining the remaining teeth. 

(b) Vertical Height: It was de- 
cided to restore the occlusal plane 
approximately 2 millimeters divided 
evenly between upper and lower, us- 
ing full coverage splinting of all pos- 
terior teeth. 

(c) Repositioning: It was decided 
to reposition the anteriors and to 
eliminate the diastemas. Inasmuch 
as the patient stated that this con- 
dition had become active within the 
last five years, it was believed that 
their return to normal positions was 
possible and would obviate the need 
for jacket crowns. 

(d) Consultation: At this stage a 
conference with an orthodontist re- 
sulted in the opinion that this case 
was Class II, Division I, and that 
based on the radiographs and the 
clinical picture, treatment at this time 
was inadvisable. After discussion, it 
was decided to (1) proceed with the 
periodontal treatment, (2) restore the 
vertical height, and (3) to reevaluate 
the projected correction at completion 
of this stage of treatment. 

Case Presentation—A blueprint of 
the proposed treatment was prepared 
on a chart for presentation to the pa- 
tient. A straightforward discussion of 
all the ramifications of the case must 
be held with the patient. He must be 
told of all the possible risks and costs 
involved, and must also select a meth- 
od of payment. It is far better patient- 
relationship to provide for con- 
tingencies in advance than to be 


embarrassed by having to explain an 
unexpected failure in procedure. 

Therapy Included—In the plan pro- 
posed to the patient provision was 
made 

(a) for complete periodontal treat- 
ment 

(b) removal of upper first molars 

(c) complete splinting of all lower 
bicuspids and molars and fixed par- 
tial prosthesis in the upper, restoring 
the first molars by two four-piece 
bridges, connecting the bicuspids and 
molars 

(d) application of orthodontia af- 
ter preliminary treatment as dis- 
cussed, if necessary. 

Treatment—Treatment was begun 
with the insertion of a Hawley bite 
plane with labial frame and palatal 
shelf, restoring 2 millimeters of ver- 
tical height. Within 48 hours clicking 
of the temporomandibular joint was 
eliminated and patient comfort re- 
stored. Periodontal measures were 
then instituted and continued on a 
regular weekly basis with progressive 
improvement. 


Measures Employed 
In Treatment 

The bite plate was slightly trimmed 
in the first week of wear to stabilize 
the opening at an increase of about 
2 millimeters in height. The patient 
was advised to wear it 24 hours a 
day with the exception of meal times 
when it was cleaned. In most pain- 
ful cases, the Hawley bite plate pro- 
vides dramatic relief because it frees 
the musculature from false guidances 
induced by occlusal disharmony, thus 
permitting a return to normal func- 
tion and thereby bringing the man- 
dible to its true position. 

Measures Prepared—After several 
visits for periodontal treatment it was 
decided that treatment had proceeded 
successfully enough to begin restora- 
tive procedures: It was planned (1) 
to prepare all the posterior teeth, 
(2) extract the upper first molars, 
and (3) to restore all with immediate 
self-activating acrylic bridges. 

Impression Taken—(1) An imme- 
diate alginate impression (Fig. 4) of 
the upper was taken, and placed in a 
bowl of water. 
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(2) The four bicuspids and both 
second molars were then pre ared 
and band impressions were tak«n, 

(3) The first molars were ex. 
tracted. 

(4) The alginate impression was 
dried and, after thoroughly lubrica. 
ting with petroleum jelly all teeth and 
surrounding mucosa, the posterior 
areas were filled with a tacky mix 
of freshly prepared acrylic, inserted 
in the mouth, and held in place for 
7 minutes. 

Immediate Bridges Completed— 
Upon removal of the impression two 
excellent immediate acrylic bridges 
(Fig. 5) which will be exactly the 
dimension of the teeth (Fig. 6) prior 
to operative procedures will have been 
fabricated. The Hawley bite plate will 
continue to function satisfactorily. 

Regular Periodontal Attention— 
Periodontal care was maintained on 
the regular weekly basis established 
as previously described. 

Restoration of Lower Teeth—The 
lower posteriors and bicuspids were 
prepared and restored with imme- 
diate acrylic bridges. Final patterns 
can now be prepared. 


4. Alginate impression is taken before 
crown preparations. 

5. Immediate bridges in position, up- 
per bicuspids to molars. Bridges are 
untrimmed. Flash may be noticed over 
gingival area. 

G. Replacements trimmed, polished, 
and temporarily cemented. 

TA. Models showing test pattern of 
planned occlusal correction. 

7B. Heat-cured acrylic bridges are in 
place on both uppers and lowers. Over- 
bite is reduced. 
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§. Hawley appliance in position. 
9, Closure of diastemas begun. 
10, Anterior improvement continued. 


Master Models Constructed 

The plaster impressions were taken 
with metal transfers on all teeth, and 
in addition on the upper, the Hawley 
plate was in position in the mouth. 
The bite registration was taken with 
the Hawley in situ also so that the 
corrected position of the mandible and 
proved vertical height as secured by 
use of the bite plate could be properly 
maintained. 

Occlusal Trial Splints—The mount- 
ed models make it possible to cofistruct 
corrected occlusal trial splints at the 
established height to prove accept- 
ance of the treatment plan. These 
bridges (Figs. 7A, and 7B) are made 
of heat-cured acrylic as this type is 
more stable. The occlusal pattern can 
be carved to achieve a desirable oc- 
clusal curve and balanced occlusion. 

Refinement of Occlusion—The four 
segments were completed and tempo- 
rarily cemented. The occlusion was 
somewhat further refined on a func- 
tional basis and the patient was com- 
fortable with the restored height of 
the posteriors. Further use of the 
Hawley bite plate was no longer in- 
dicated as posterior occlusion was 
now restored. Two more occlusal ad- 
justments were required to achieve 
complete acceptance of the contem- 
plated reconstruction. 











I], Construction of permanent cast veneer posterior crowns: per gold bridge in position for testing. 
accordinz to proved acrylic patterns. Lowers completed. Up- 42, Final restorations in position. 
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Improvement in Anterior Overbite 
—QObviously, with the posterior cor- 
rection in vertical height somewhere 
under 2 millimeters there was im- 
provement in the anterior overbite. 
The patient continued under observa- 
tion once a month. 


Second Orthodontic 
Consultation 

Throughout the treatment process, 
the periodontal condition improved 
dramatically. Because of the marked 
improvement, the patient was re- 
turned to the orthodontist* for a re- 
view of the possibility of conserva- 
tive treatment for the anteriors which 
would eliminate the need for splint- 
ing these teeth. The orthodontist 
agreed that the improved periodontal 
status and anterior relationship war- 
ranted an attempt at correction of 
the labial drift. 

Orthodontic Correction—The or- 
thodontist made a new Hawley bite 
plate (Fig. 8) with a stainless steel 
anterior bow made of flat wire to 
assure maximum labial contact. The 
following steps were completed: 

1. The upper cuspids were moved 
distally by the addition of delicate 
gold finger springs placed gingivally 
on the teeth to sponsor root move- 
ment. 

2. As the cuspids moved distally, 
additional space was made to reduce 
the four incisors. This was accom- 
plished by tightening the labial bow 
at the adjustment loops and by the 
additional rotation springs to the 
laterals. 

3. The centrals (Fig. 9) were fur- 
ther condensed and a light finger 
spring then incorporated in the acryl- 
ic, lingual to the upper right central 
for labial movement. 

4. Maximum reduction was ob- 
tained by compressing the labial bow 
and relieving the palatal acrylic. 

5. Finally, the lingual finger spring 
(Fig. 10) was removed, new acrylic 
was placed to conform to the lingual 
anatomy of the upper incisors, and 
the labial bow was adjusted incisally 
as a double fulcrum method of re- 
tention. The case was now ortho- 
dontically stable. 


4Fine, Herbert: Orthodontia Methodology Re- 
port, Personal Communication. 
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I3A, Completed case (Right). 
13B, Completed case (Left). 


13C, Completed case (Anterior view). Notice correction of overbite. 
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Completion of Case—After confer- 
ence with the orthodontist it was de- 
termined to complete the case with 


the permanent restorations—acrylic 
veneered cast gold crowns at the es- 
tablished relation. Accordingly, the 
lower master model was remounted 
against a counter of the working up- 
per restorations, the functionally es- 
tablished and accepted pattern. The 
lower crowns were fabricated, and 
the splints completed and cemented 
with a thin mix of temporary cement. 

Bridges Temporarily Cemented— 
After a trial of about 10 days, an im- 
pression of the completed lower was 
taken for a counter to be used in 
fabricating the upper gold prosthesis: 
(1) A bite registration was secured 
for the purpose of mounting the up- 
per die model. (2) When the upper 
crowns (Fig. 11) were tried and ad- 


justed, a new master model was se- 
cured to register the recovered healed 
area of the first molar regions to 
properly fabricate the bridges. (3) 
These were completed, tried (Fig 
12), and cemented temporarily. 

Patient Comfort Established— 
Again the occlusion was refined on a 
functional basis and patient comfort 
completely established. 

Orthodontic Treatment Continued 
—Because of the stable acrylic res- 
torations, there was no interference 
with the orthodontic treatment which 
proceeded simultaneously with all op- 
erative procedures. The orthodontist 
maintained constant control of the 
case and succeeded in bringing all 
the anteriors to normal alinement. 
When this was achieved, the springs 
were removed from the Hawley labial 
frame and the patient advised to use 





the case as a retainer for night use 


only (Figs. 13A, 13B, and 13 C). 


Conclusion 

This case was completed approxi- 
mately two years ago and has main- 
tained most satisfactorily. Prognosis 
is excellent. In conclusion, efficient 
case management will simplify treat- 
ment plans in any problem. The prop- 
er integration of the various elements 
in treatment planning in correct se- 
quence will secure the desired re- 
sult; namely, an integrated occlusion 
that is functionally acceptable. Lib- 
eral use of test patterns assured the 
operator of the acceptability of the 
projected reconstruction on a func- 
tional basis. 
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“I am sure that there is no one, 
even among those who make the 
study of medicine a_ profession 
who does not confess that all that 
men know is almost nothing in 
comparison with what remains to 
be known. I judge there was no 
better provision against a short 
life or lack of experience than 





The Scientist as a Citisen 


faithfully to communicate to the 
public the little which I should 
myself have discovered, and to beg 
all well inclined persons to pro- 
ceed further and then to communi- 
cate to the public all the things 
which they might discover in or- 
der that the last should commence 
where the preceding had left off, 


and thus by joining together the 
lives and labors of many, we 
should collectively proceed much 
further than anyone in particular 
could succeed in doing.” 

René Descartes, from The Sci- 
entist as a Citizen by J. R. Schen- 
ken, Science 121:184 (Feb. 11) 
1958. 








Summary 

Data obtained in a blind study of 
morphine, meperidine, alphapro- 
dine, secobarbital, and saline solu- 
tion as preanesthetic medicaments 
in 1,400 surgical patients showed 
that secobarbital led to a higher 
proportion of calm, carefree, yet 
alert patients than did the nar- 
cotics. The latter drugs produced 
more drowsy or sleeping patients 
but also a higher incidence of ap- 
prehension than did secobarbital. 
Undesirable side-effects were seen 
more often after preanesthetic nar- 





Preanesthetic Medication 
JAMES E. ECKENHOFF, M.D., and MARTIN HELRICH, M.D., Philadelphia 


than with  secobarbital. 
There was little difference in the 
influence of the various preanes- 
thetic drugs upon satisfactory in- 
duction of anesthesia with any 
given anesthetic agent. The com- 
plications of the induction period, 
however, did vary according to 
the preanesthetic drug and the 
anesthetic agent. 


cotics 


Significant Data 

Preanesthetic drugs did not ap- 
pear to influence the maintenance 
of anesthesia, except that respira- 





tory depression was more com- 
mon if a preanesthetic narcotic 
had been given. When narcotics 
had been given preoperatively, the 
patient remained narcotized long- 
er after anesthesia than did those 
who received secobarbital or saline 
solution, but they did not com- 
plain of pain as often nor appear 
as restless as did the latter groups. 
These data are significant in the 
clinical practice of anesthesia. 
Adapted from Journal of the 
American Medical Association 


167:421 (May 24) 1953. 












































Gradual Transition 


from DENTITION to DENTURES 


with Minimum Surgery 


FRANK LUNTZ, D.D.S., Middletown, Connecticut 


DIGEST 
The problem of the mental and 
physical preparation of the pa- 
tient for the loss of the natural 
teeth and conversion to dentures 
lead to the development of a pro- 
cedure that eliminated many 
problems inherent in this situa- 
tion. The basic principles of the 
procedure have been expounded 
by DeVan.' With the advent of 
self-curing acrylic plastic, how- 
ever, a completely different and 
simple procedure was evolved 
for dealing with the patient who 
presents for tooth removal and 
full dentures. After the experi- 
ence of treating a hundred or 
more cases using this method the 
author finds that the patient ac- 
cepts the idea of dentures more 
readily and adjusts to them with 
greater facility. This plan may be 
used in whole, or in part, as best 
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suited to the individual case. In- 
stead of extracting all the teeth 
at once, the patient is prepared 
for the extractions gradually and 
psychologically, and is supported 
throughout the procedure de- 
scribed herewith. 


Examination of Patient 
Observe the patient carefully; look 
and listen for personality traits that 
reveal his ability to cope with den- 
tures. This will be a guide in adapting 
the procedure to the patient. Continue 
the usual routine of inquiry into his 
general health and the oral examina- 
tion that naturally includes full mouth 
x-ray. Note the following factors: 

(A) Size and position of the tongue 

(B) Position of tongue when swal- 
lowing 

(C) Tissue and muscle attachments, 
especially on the floor of the mouth 





eae 
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1. Male patient, age 22, all the upper teeth to be removed. JA, Inserting acrylic base, with no teeth present. 


(D) Relationship of teeth and jaws 

(E) Worn cusps for signs of brux- 
ism and movement of jaws 

(F) Freeway space, as clenching 
habits may have shortened muscles 
and present teeth may be too long 

(G) Acutely diseased teeth, root 
fragments, or elongated posterior 
teeth which should be 
promptly 


removed 


Explanation of Procedure 
and Cost 

At the first visit, set one fee, which 
will mclude x-rays, extractions, im- 
mediate dentures, and insertion of 
subsequent complete “permanent” 
dentures. This way the patient will 
not be surprised by additional charges. 


Records 
(1) Take alginate impressions for 
models to keep for future reference. 
1DeVan, Muller: Construction of Temporary 
Replacements Prior to the Removal of Con: 


demned Natural Teeth, Annals of Dentistry, 
7:104 (December) 1948. 
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dentures. 


2, Woman patient, age 55, when she first presented for full 





2A. Upper and lower partials inserted. Incisors replaced in 





the mouth. Making esthetic corrections. 





Photographs can be made for the 
same purpose. 

(2) Record millimeter measure- 
ments from the base of the nose to 
the tip of the incisors and of the ver- 
tical dimension. 


Selection of Shade and 
Shape of Teeth 

Match the teeth in the mouth. A 
shade lighter than the natural teeth 
seems to please the patient. Slightly 
smaller teeth are frequently used to 
advantage. 


Training Bases or Dentures 

People do not like changes and fear 
the unknown. Let the patient become 
accustomed gradually to the necessary 
changes. Restore the mouth while he 
continues to have the security and 
support of his own teeth, however few. 

Method to Overcome Difficulties— 


3. Woman, age 20. Partials worn showing cuspid and first 
bicuspid removed and socket packed to prevent bleeding. 
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Gagging and salivary difficulties can 
be overcome and the patient can ac- 
custom himself to the presence of an 
artificial appliance. The following 
steps will aid in the transition: 

A. Make and insert an acrylic base 
without teeth shortly after the first 
visit (Figs. 1, and 1A). 

B. Add teeth to this base while in 
the mouth with quick cure acrylic 
plastic, or replace the base with par- 
tial dentures, generally without clasps 
(Figs. 2A, 4, and 4A). 

C. Frequently the patient is wear- 
ing a partial denture that may have 
settled out of occlusion. This can now 
be realined in the mouth. 

Denture Evolved Gradually—lIn this 
way the patient becomes accustomed 
gradually to a full quotient of teeth. 
It is best, if possible, to maintain the 
existing opening. However, acrylic 
stops built over the occlusal of the 


natural teeth can increase the opening 
easily, if desired (Figs. 7, and 7A). 


Removal of Natural 
Teeth and Immediate 
Replacement 

A. Under local anesthesia, remove 
a few teeth at each visit. 

B. Pack the socket with absorbent 
gauze to ensure dryness (Fig. 3). 

C. Immediately replace the extract- 
ed teeth by attaching artificial ones to 
the denture bases while in the mouth 
with quick cure plastic (Figs. 3A, 4B 
and 5). 

Steps Must be Completed in Mouth 
—Although the ethical dental labora- 
tory is indispensable in the practice 
of prosthodontics, the above steps 
must be done in the mouth by the 
dentist for their real effect. They can 
be completed quickly and easily. 
Acriline® is recommended. The color 





3A. Teeth replaced immediately following extraction. 























is good, it gives consistent results, 
sets rapidly regardless of weather, 
and polishes easily. The unions hold 
well without showing too much de- 
marcation. 

Remove and Reinsert Denture — 
The denture must be removed before 
the additional teeth are set too firmly 
around the remaining teeth. It is well 
to take the denture out and reinsert 
a few times. Many patients say the 
acrylic burns at first. If the mouth is 
rinsed with cold water before and 
after use, the sensation is reduced. 
The material seems to have no harm- 
ful effects on the tissue. Explaining 
the smarting to the patient before use 
will allay his fears. The material is 
used as a heavy syrup and is flowed 
into place. 

Choice of Tooth to be Removed 
First—This depends on the condition 
of the tooth. Extract the badly broken 
and carious teeth first, leaving those 
giving the greatest retention to the 
mouth until last. 

Important Point—It has never been 
necessary in this procedure to trim 
the alveolus, except to remove sharp 
points. Avoiding an alveolectomy may 
make the difference between a lifetime 
of happiness and satisfaction, or con- 
tinuous discomfort and constant re- 
makes. 

Bony Cortex is Valuable: Many pa- 
tients who are unable to wear den- 
tures give a history of a previous 
alveolectomy. 

Shrinkage Normal with Age: As 
years go by, the edentulous person 
normally has a continuous shrinkage 
and the less the alveolus is interfered 
with at the time of removal of the 
teeth the better. 

Jaw May be Shortened—The teeth 
are butted into the socket. Since bone 
will resorb to the depth a tooth is 
inserted in the socket, a jaw may be 
shortened by simply inserting the 
tooth deeper. 

Patient Satisfaction Ensured — 
There is no question of the patient 
being dissatisfied with the ultimate 
effect, since he has the final choice in 
color, shape, and position of the in- 
dividual tooth. The profile, centric, 
and vertical is retained. 

Orthodontic Corrections Made—In 


542 














replacing the teeth, make the correc- tion they were before periodontal in. 
tions that the orthodontist might volvement caused migration (Figs, 2. 
make, or restore the teeth to the posi- and 2A). 
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4. Woman patient, age 60. A few teeth remaining in the mouth. 
4A, Lower partial fitted and worn for a while. 
4B. Teeth extracted and immediately added to the partial denture. 
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Buccal and Labial Flanges 

At the time the teeth are replaced 
there is no distortion or extra fullness 
whatever (Fig. 6). After preliminary 
healing, flanges are added by flowing 
the acrylic plastic on the gingiva with 
a denture seated to avoid displace- 
ment (Fig. 6A). 

Denture is Adapted to Patient— 
When immediate dentures were first 
introduced,. about twenty-five years 
ago, with ready-made labial and buc- 
cal flanges, the patient would adapt 
himself to the denture and not return 
to the dentist until masses of hyper- 
trophied tissue had developed. Then 


h ; had th h 5. Woman, age 45. Lower teeth being replaced. Replacements are butted to the 
the patient had to go without teet 


gingival as the teeth are extracted. 


6. Woman patient, age 39. Upper teeth removed and re- @A, Flanges added by flowing acrylic into place after heal- 
placed in the mouth. ing. 








7. Woman, age 55. Showing an extreme closure. Lower teeth ‘7A, Bite opened with acrylic stops and partial dentures. 
bite irto the palate. When the patient becomes accustomed to the appliance full 
dentures are to be made. 
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by starting with partial dentures. 


SA 


8. Woman, age 50. Upper and lower dentures constructed $A. “Permanent” set of teeth constructed with impressions : 


or models retaining the original measurements and position, 





and undergo extensive surgery, and 
never again had normal tissue. With 
the present procedure, this situation 
has not occurred. Since alveolar sur- 
gery is kept to a minimum, and there 
is no element of surprise, the patient 
suffers little physical or emotional 
shock. 

Transition may be Imperceptible— 
It is quite possible to change dentures 
so gradually that members of the fam- 
ily and business associates will not 
be aware of the stages in the transi- 
tion. 


Final Denture Completed 

Frequently after the teeth are re- 
moved and jaws healed the surfaces 
of the mouth are not smooth. DeVan 
reassures the writer that this is de- 
sirable because it aids stability. Now 
that the jaws are well settled, and the 
teeth completely built, a new set of 
teeth retaining the original position 
(Figs. 8, and 8A) may be made: 

(1) Build a lower in the conven- 
tional manner to a plaster model of 
the upper. 

(2) While the lower is still in wax. 


build an upper denture to the lower. 

(3) The occlusion can now be im- 
proved and balanced and dentures 
can be processed. 


Conclusion 

It required many years to acquire 
the original dentition, therefore, it 
can be expected to take some time to 
make the transference to artificial 
teeth. In the procedure described the 
dentist is the guide and the patient 
learns to master the denture without 
difficulty. 

363 Main Street 
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Thumb and Finger-suching 


ALFRED S. TRAISMAN, M.D.; and HOWARD S. TRAISMAN, M.D. 
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The average age at which the 
thumb-sucking habit stopped spon- 
taneously was 3.8 years. This is 
longer than the 2-year limit that 
has been mentioned. However, ces- 
sation of the habit at this age is 
considered compatible with nor- 
mal tooth and dental arch forma- 
tion. If malocclusion is caused by 
the thumb-sucking, the displaced 
teeth and arch will spontaneously 
correct themselves after the suck- 
ing has ceased, especially after de- 
velopment of the permanent den- 
tition. 





Termination 

Dental devices to stop thumb- 
sucking were not used in enough 
cases to be truly evaluated. It was 
found that the habit terminated 
spontaneously in the great ma- 
jority of patients, and at an early 
enough age so that routine use of 
such a bar was not the usual pro- 
cedure. 

There was no correlation be- 
tween colic and thumb-sucking. 

No correlation was found be- 
tween psychologic problems and 
thumb-sucking. 


Findings Differ 

Previous reports have stated 
that the majority of patients who 
sucked their thumbs stopped by 
1 or 2 years of age. In this study, 
80.8 per cent of those who sucked 
their thumbs persisted at 2 years 
of age, while 3.9 per cent of those 
who sucked their thumbs stopped 
at 1 year of age or earlier. From 
these findings it would appear in- 
correct to tell anxious parents that 
their child will stop this sucking 
habit by 1 or 2 years of age. 


Adapted from Journal of Pedi- 
atrics (May) 1958 in Medical Di- 
gest 25:89-91 (Aug.) 1958. 
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The EDITOR’S Page 





THE VAST resources of the Mayo Clinic have been 
used to supply the 1338 x-rays that are used to illus- 
trate the new book ORAL ROENTGENOGRAPHIC DIAG- 
yosis by Edward C. Stafne.* Anyone who has ever 
seen a clinical set of x-rays from the Mayo Clinic is 
aware of their superior quality. 

Most dentists make good and frequent use of 
x-rays. At least most of them either take a series of 
pictures or have them taken by someone else. Put- 
ting a film in a patient’s mouth, pressing a button, 
and processing the film are mechanical acts. The 
interpretation of the x-ray images is a diagnostic 
feat. A knowledge of both normal and pathologic 
anatomy is necessary for an intelligent interpreta- 
tion, but first the dentist must have before him an 
acceptable negative from which to make a judg- 
ment. 

It would be quite impossible to state how many 
x-ray films that are exposed become acceptable 
finished negatives. One in ten might be a fair and 
close approximation. The fault is not usually with 
the x-ray apparatus or the film. The weakness is 
usually a human one—poor angulation and place- 
ment of the film, faulty timing of the exposure, im- 
proper processing. In short, sloppy technique. 

In the course of a year an editor of a dental jour- 
nal sees dozens of x-rays. Not more than 10 per cent 
are of a high quality. 

The illustrations in the Stafne book are models 
of excellence and represent the superior quality that 
one expects from all laboratory procedures of the 
Mayo Clinic. By studying these illustrations and the 
clear text a dentist may ground himself in the ap- 
pearance of normal tissue. That is the prerequisite 
for any diagnostic procedure: the character of the 
normal must be understood before departures from 
the normal may be evaluated. Next, the dentist may 
learn from this publication how the different pro- 
cesses of disease change the radio-nature of tissue: 
elther by imcreasing or decreasing tissue density. 
Finally, the dentist who studies this book may be- 
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Staime, Edward C.: Oral Roentgenographic Diagnosis, Philadelphia and 
London, W. B. Saunders Company, 1958. , . was 
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come familiar with the many systemic diseases that 


leave radiologic markings in the oral tissues. This 
phase of interpretation is covered with convincing 
emphasis in the Stafne book. 


The Section of Dentistry and Oral Surgery at the 
Mayo Clinic is organized primarily for diagnostic 
integration. Routine dental treatments and restora- 
tions are not undertaken. The oral tissues of the 
thousands of patients admitted to the Clinic each 
year are examined for possible loci of infection 
that may contribute to systemic disease. Oral sur- 
gery is performed to remove such local infection. 
As the biologic base of dentistry has been widened 
the examination of the oral tissues has taken on 
another meaning: the tissues of the mouth often 
record and express manifestations of systemic dis- 
ease. 

“The effects of a disease may be manifested by 
accelerated or retarded development and rate of 
eruption of the teeth, structural defects, changes in 
trabecular pattern, and formation of lesions of the 
supporting bone. These manifestations most often 
occur in diseases in which skeletal involvement may 
be a feature, namely metabolic disturbances, granu- 
lomatous diseases, skeletal developmental dis- 
turbances of unknown cause, reticuloendotheliosis, 
Paget’s disease of bone, and others. In general, ab- 
normalities of development and eruption of the 
teeth occur in asseciation with systemic disturbances 
that have their onset early in life; alterations in 
trabecular pattern and quality of the bone may 
occur at any time during life. In some instances the 
dental roentgenographic findings may provide the 
first clue that leads to an early diagnosis of the 
disease. Oral manifestations are by no means al- 
ways present, and even when they are, they may not 
be of their greatest possible degree.” 

The pages and the illustrations in the Stafne book 
that cover the oral roentgenographic expressions of 
systemic disease are a remarkably clear-cut and 
practical presentation on this important aspect of 


diagnosis. The entire book is magnificent. 






























Clinical and Laborato 


Repair of Air-Water Spray Tubings 

U. C. Weight, D.M.D., Eugene, Oregon 

I. To repair a break in the metal tubing that is used on an air. 
water spray unit, use a section from the metal cartridge taken 


from a discarded ball point pen. If ink remains in the cartridge, 
soaking in a solvent will remove the ink. 


Indirect Wax-up of Crowns 

Milton Cooperman, D.D.S., New York 

2. Apply a thin layer of fast setting acrylic to the die. Cover the 
margins and the entire preparation. When the acrylic is hard, trim 


to proper form. Build up to full contour with wax applied over the 
thin layer of acrylic. 


identification of X-ray Films 


David Waldman, D.D.S., Flushing, New York 





3. Use an indelible pencil to write the name of the patient and 
the date on the film before it is processed. 





READERS Are Urged to Collect $10.00 


For every practical clinical or laboratory suggestion that 
is usable, DENTAL Dicest will pay $10 on_publica- 
tion. 

You do not have to write an article. Furnish us with 
rough drawings or sketches, from which we will make 
suitable illustrations; write a brief description of the 
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SUGGESTIONS 





Protection for the Wall 
William Kach, D.D.S., Garden City, Michigan 


4. A piece of window pane fastened to the wall behind the cuspi- 
dor will protect the wall against stains and will not interfere with 
the decorating scheme of the room. 


A Holder for the X-ray Timer 
Alvin H. Claus, D.D.S., Morton Grove, Illinois 


%- A cord-strap and hook that is hung around the neck by saxo- 
phone players may be used to hold the x-ray timer. This permits 
both hands to be free in making adjustments of the patient’s head 
and for proper placement of the film. 


An Inlay Investment Procedure 


C. W. Pratt, D.D.S., Calumet, Michigan 


6. If it is necessary to speed the setting of the first painting of 
inlay investment the sprue former base is placed in a warmed cast- 
ing ring and covered. 


technique involved; and jot down the advantages of the 
technique. This shouldn’t take ten minutes of your time. 
Turn to page 557 for a convenient form to use. 

Send your ideas to Clinical and Laboratory Sugges- 
tions Editor, DentaL Dicest, 708 Church Street, Evans- 
ton. illinois. 
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Chronie Urticaria 





The chronic form of urticaria is 
usually seen in adults. Frequently it is 
a symptom of endogenous disease 
rather than being caused by food or 
other allergy. 

One of the common factors in 
chronic urticaria is psychogenic dis- 
turbance, generally associated with 
resentment in a frustrating situation. 
Emotional letdown or adrenal deple- 
tion may also precipitate the wheal 
formation. 

Other causes include inhalants, such 
as perfumes and pollens, and physical 
factors, such as heat, cold, and light. 
Bacterial infection is responsible in 
some Cases, as in parasitic infestation. 
Also drugs, including penicillin, sera, 
vaccines, liver extracts, insulin, and 
vitamins, may cause trouble. 

Malignant neoplasms are often as- 
sociated with urticaria. Loeffler’s syn- 
drome and periarteritis have been ob- 
served. Patients with Hodgkin’s dis- 
ease and other lymphomas may have 
urticaria as a presenting symptom. 

In treatment, information regard- 
ing onset, timing, other allergies, and 
emotional background is important. 
Physical examination should include 
the rectum and pelvis. Enlargement of 
liver, spleen, or lymph nodes should 
be noted and a chest roentgenogram, 
complete blood count and urine and 
stool examinations are recommended. 
Skin tests of only a few foods and in- 
halants may be advisable. 

In most instances the etiology re- 
mains obscure and treatment is a 
problem. Food allergy is eliminated 
first, using a basic diet for eight to 
ten days. Sedatives are tried next, 
using barbiturates and tranquilizing 
agents as required. Estrogens may 
also be useful in menopausal states. 
A few patients will be relieved by an- 
tibacterial therapy with sulfasuxidine 
or one of the tetracyclines. 

Symptomatic treatment with anti- 
histaminic agents is at times useful. 
Vasodilation with histamine diphos- 
phate or nicotinic acid has occasion- 
ally been successful. Steroids and 
ACTH may be employed when the 
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patient is acutely ill, the swelling is 
severe and response to other measures 
is not adequate. These agents may 
also be used when the patient has be- 
come discouraged with other forms of 
treatment. Epinephrine is occasional- 
ly given for acute exacerbations. 





Wolf, A. Ford: Chronic Urticaria, 
Southern M. J. 50:436-440 (March) 
1957. 


Bad Breath 





Bad breath, or halitosis, should be 
considered as a symptom. The two 
main sources of bad breath are the 
mouth, and extraoral areas such as 
the respiratory and digestive tracts. 

To differentiate these sources, seal 
the mouth and have the patient blow 
forcibly from the nose; then close the 
nares and have the patient gently ex- 
hale through the mouth. The source 
of the odor should then be apparent. 

Extraoral odors may be due to the 
transfer of odoriferous material dis- 
solved in the blood stream through 
the alveoli to the expired air. Such 
substances as garlic, onions, alcohol, 








acetone, urea, or ammonia Can cause 
characteristic odors on the breath, 
Usually constipation is not a caise of 
bad breath. 

Chronic or subacute upper respira. 
tory infections such as subacute or 
chronic tonsillitis, rhinopharyngitis, 
nasal sinusitis with postnasal drip, 
tracheitis, and bronchitis can result 
in halitosis. Certain physiologic states 
such as menstruation or pregnancy 
may be associated with abnormal 
breath odors. 

In adolescents, bad breath is usual. 
ly due to oral causes such as poor 
oral hygiene, food lodgement areas 
in the mouth, dental caries, or gingi- 
val pockets associated with erupting 
mandibular molars or gingival bleed. 
ing. Orthodontic appliances may con. 
tribute to bad breath in some mouths. 
In adults, oral factors may be abnor. 
mally coated tongue, stomatitis, py- 
orrhea, poor oral hygiene, food deb- 
ris between and about the teeth, pus 
and decomposing food in dental 
pockets and cavities, and prosthetic 
appliances. 

The dentist should eliminate local 
factors that favor accumulation of 
food debris. Good oral hygiene should 
be enforced especially the use of den- 
tal floss for removing interdental sub- 
stances. 

Queries and Minor Notes: Cause 
and Treatment of Bad Breath, JAMA 
163:1200 (March 30) 1957. 





Leukemia 





& 

1 
Sih 

The incidence of leukemia is defi- 
nitely on the increase. This increase 
is noted in children in whom “can- 
cer’, usually leukemia, causes more 
deaths than does any other condition 
except accidents. 

Both acute and chronic leukemia 
may occur at any age. Usually the 
acute form is found under 25 and the 
chronic form is found in those over 
25. The greatest incidence of the acute 
form is in children under five. The 
chronic forms of leukemia occur most 
often in men in a ratio of 3 to 1. The 
acute forms are equally divided be- 
tween both sexes in children. There 
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are no apparent geographic, racial, or 
socioeconomic factors. 

Leukemia is a fatal disease of the 
lukopoietic tissues. It is character- 
ied by extensive and abnormal pro- 
liferation of the white blood cells and 
their precursors. At some time during 
the course of the disease an increased 
number of immature white cells are 
found in the circulating blood. 

The leukemias are classified ac- 
cording to the type of abnormal cells 
predominating as myeloblastic, lymph- 
oblastic, and monoblastic. They are 
called acute when the life expectancy 
from time of onset is three months 
or less; subacute when it is up to 
one year and chronic when over that 
period of time. 


The etiology is unknown. The two 
theories considered are that infection 
plays a role, and that leukemia is a 
malignant neoplasm. In human leu- 
kemia the etiologic importance of 
only one factor is established, and 
this is radiant energy. The disease 
is eight times more common in radi- 
ologists than in other members of the 
medical profession. It must be con- 
sidered that in some cases, heredity 
is a factor. 


Acute leukemia has an abrupt on- 
set which frequently resembles an 
acute upper respiratory infection or 
tonsillitis. Chronic leukemia is in- 
sidious in onset and may be far ad- 
vanced when first evident. 

The diagnosis of leukemia is a 
serious matter. Because of its poor 
prognosis, one should never make this 
diagnosis until an adequate blood and 
marrow study have been made. For 
the treatment we have general or 
supportive measures, transfusions and 
antibiotics which are of use in all 
types. Also there are different, more 
or less, specific measures for both 
acute and chronic forms. 


The treatment of acute leukemia is 
most unsatisfactory. Radiation ther- 
apy is of little value and may even do 
harm. The choice lies between the 
steroid hormones and the antimetab- 
lites. Irradiation is the main course 
of treaiment for chronic leukemia. 
Agents that are toxic to hematopoietic 
tissues and act by partial arrest of 
maturation are also used. 
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The estimated life span is purely 
a guess. The best we can offer is hope 
for a remission, either spontaneous 
or drug induced, during which the 
patient can lead a nearly normal life. 
No more than 50 per cent of children 
and 35 per cent of adults will make a 
good response. The remissions, es- 
pecially in adults, are often short. 


Refresher Article: Leukemia, Medi- 
cal Times 85:364-379 (April) 1957. 


Coronary Occlusion— 
Emotional Factors 





It must be recognized that psycholo- 
gic factors must be considered in the 
genesis of a coronary occlusion, and 
in the reaction of the patient to the 
disorder. Nearly one-half of patients 
have gradually mounting emotional 
tensions for months or even years 
before occlusion. 

About one-tenth of patients have 
extreme or unexpected emotional 
stress immediately before the attack. 
Another 10 per cent have the anni- 
versary-reaction phenomenen, the oc- 
currence of an illness on the anniver- 
sary of a significant event in the life 
of the patient. When seen in coronary 
patients, the anniversary reaction is 
probably related to an increase in 
tension caused by unconscious hostile 
feelings toward a dead person who 
was a key figure in the life of the 
patient. Usually the subject is unaware 
of this relationship and may claim to 
be only overworked or overtired. 
These findings are not apparent in 
comparable situations in persons hos- 
pitalized for other conditions. 

The signs of emotional tension 
antedating coronary occlusion in- 
clude: (1) increased smoking and 
drinking, (2) suppressed anger, (3) 
irritability, (4) insomnia, and (5) 
inability to make decisions. The pa- 
tient may become more and more de- 
pendent on the spouse. He becomes 
preoccupied with obsessive thinking 
or body symptoms and withdraws 
from social contacts. He complains of 
failing memory and an inability to 
concentrate. The coronary age is also 
the age of diminishing sexual potency. 
Before occlusion, about one-half of 


males complain of loss of manhood 
or of sexual difficulties, such as pre- 
mature ejaculation. 

Reaction to the heart attack is de- 
termined by the personality structure 
of the patient. The normal reactions 
are anxiety and mood change which 
gradually disappear as healing prog- 
resses. Denial of illness has serious im- 
plications. The patient behaves as 
though illness is not serious, thus 
adding to the problem of medical 
care. Suicide is a possibility with the 
depressed patient, whereas regression 
may lead to preoccupation with the 
illness and eventually, psychologic in- 
validism. 

Psychiatric interviews with the 
cardiac patient have therapeutic value 
beyond that of uncovering emotional 
factors in the development of the ill- 
ness. Benefit may be obtained from 
discussion of the disturbing events 
preceding the infarction or from talk- 
ing about the new fears and problems 
that are aftermaths of the illness. 


Weiss, Edward; Barney, Dlin; Rol- 
lin, Henry R.; Fischer, H. Keith; and 
Bepler, C. R.: Emotional Factors in 
Coronary Occlusion, Arch. Int. M. 
99 :628-631 (March) 1957. 


Therapeutic 
Abortion—Indications 





Each year in the United States ap- 
proximately 18,000 therapeutic abor- 
tions are completed. The most com- 
mon indications are toxemia, cardio- 
vascular disease, and neurologic dis- 
orders. Although social and economic 
factors cannot be ignored, these con- 
siderations alone can never justify 
interruption of the pregnancy. At the 
Mayo Clinic the ratio of therapeutic 
abortions was | :223 during the period 
1945-1954. 

Abortion is done most frequently 
for toxemia. Some patients have had 
recent severe toxemia with residual 
hypertension, impaired renal func- 
tion, or both. During the past five 
years, the incidence of abortion has 
declined because of improved control 
and better understanding of the con- 
dition. 

Fewer patients are being aborted 
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for cardiac reasons as a result of the 
use of digitalis, salt-free diets, control 
of weight, rest, and heart surgery. At 
the same time, heart disease is one 
of the commonest causes of death on 
some obstetric services and abortion 
is often advisable for severe cardiac 
disease. Patients with previous de- 
compensation or greatly decreased 
cardiac reserve are prime candidates. 

Psychiatric indications are often 
overused. Therapeutic emptying of 
uterus may cause great emotional 
trauma and may even induce psy- 
chosis in a patient with a poorly in- 
tegrated personality. 

Multiple sclerosis and epilepsy are 
the most common neurologic condi- 
tions. Both are controversial indica- 
tions. In general, pregnancy is allowed 
to continue with multiple sclerosis, 
unless an exacerbation occurs or the 
disease is far advanced. 

Therapeutic abortion should be 
considered when renal impairment is 
grossly demonstrable, as evidenced by 
albuminuria, retention of nitrogen 
wastes, and decreased urinary concen- 
tration. The problem is more serious 
when hypertensive cardiovascular dis- 
ease is also implicated. With early 
renal disease, interruption is not 
warranted. 

Pulmonary tuberculosis is becom- 
ing a less frequent indication because 
of better control measures during 
pregnancy. Patients with far advanced 
active disease, active exudation, or 
laryngeal complications, or bleeding 
should be aborted if seen in the first 
trimester. 

Pregnancy may have a relatively 
unimportant effect on cancer of the 
breast. Metastatic involvement usual- 
ly justifies abortion and nonmedical 
reasons are often important determi- 
nants. 


Nelson, Gunard A., and Hunter, 
James S.: Therapeutic Abortion: a 
Ten-Year Experience, Obstet. Gynec. 
9 :284-292 (March) 1957. 


Hemorrhoids 





The problem of hemorrhoids is as- 


suming greater importance at this 
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time. This is true because there are 
an increasing number of people in 
the older group where hemorrhoids 
are common. Also more routine health 
examinations are being done at the 
request of patients themselves or their 
employers; the primary purpose of 
these procedures being to exclude 
cancer or potential cancer. And finally 
there is a large group of persons who 
seek aid because of rectal symptoms. 
Hemorrhoids are masses of vari- 
cose veins of the anorectal area. In- 
ternal hemorrhoids are masses of 
varicose veins which originate in the 
rectum above the anorectal line and 
are therefore covered with mucous 
membrane. External hemorrhoids are 
those that arise distally to that line 
and are covered with skin. These veins 
are distensible and vary greatly in 
size depending upon the intrarectal 
pressure. This pressure depends upon 
the position of the patient and upon 
whether or not he is bearing down as 
in the act of defecation. 
Hemorrhoids are subject to trauma 
and are in close proximity to poten- 
tially infected structures, the anal 
glands. It is believed that hemorrhoids 
are not a precancerous lesion as there 
is no etiologic relationship between 
them and cancer of the rectum. 
Usually, most patients who are 
found to have anatomic evidence of 
piles, but without symptoms, are ad- 
vised against any form of therapy. 
If rectal symptoms occur it must not 
be assumed that these symptoms are 
hemorrhoidal in origin. 


Because of their size, large hemor- 
rhoids are more liable to cause symp- 
toms. Hemorrhoids of any size asso- 
ciated with perianal infection cause 
symptoms because of the inflamma- 
tory reaction. These symptoms are 
rectal bleeding, discomfort often de- 
scribed as a feeling of fullness or lack 
of complete emptying of the rectum, 
actual pain, pruritus, protrusion, and 
soiling. These complaints occur in 
varying degrees. It is essential to eval- 
uate carefully their severity. 


The need for treatment depends 
upon the symptomatology and upon 
the size of the hemorrhoids as de- 
termined by adequate examination. 
Asymptomatic hemorrhoids require 





no treatment. Minimal symptorns jp. 
dicate either no therapy or palliative 
treatment, while long standing, ap. 
noying complaints usually i: dicate 
surgery. An internal inspection of the 
rectum under direct vision is essential 
to determine the presence of internal 
hemorrhoids. Furthermore, the pa- 
tient must bear down in order to fil] 
the hemorrhoidal veins. Before yp. 
dertaking the treatment of hemor. 
rhoids, one must be sure to exclude 
cancer of the rectum or colon. 


Nigro, Norman D., and Walker, 
George L.: Indications for the Treat. 
ment of Hemorrhoids. J. Michigan M. 
Soc. 58 :875-877 (July) 1957. 





Muman 
Camoutlage 


With their emotional skin reac- 
tions human beings often experi- 
ence subjectively that they are 
trying to communicate to others a 
threat, an alarm, or an appeal. 
The psychoanalytic session is the 
scene of reactivation of many such 
manifestations. In anger we flush 
with hatred and grow “purple with 
rage’ as if we wanted to jump out 
of our skins. Muscles and vessels 
are in tension, ready for the jump, 
and meanwhile we show our teeth, 
ready to bite. In shyness or in 
shame the hot blushing skin covers 
our nothingness, encompassing, as 
it were, our naked body. We find 
such reactions more persistent in 
patients suffering from rosacea. 
In fear we try to express the feel- 
ing of helplessness and lack of 
power; yet, while appealing for 
help, simultaneously we attempt to 
be more threatening. Our rudi- 
mentary skin defense tries to be- 
have like the threatening fur of a 
cat. Cold sweat may break out and 
we become “white with fear.” 
When disgusted we pull in our 
lips or show a sour face. 

From Human Camouflage and 
Identification with the Environ- 
ment by Joost A. M. Meerloo, in 
Psychosomatic Medicine 19:92 
(March-April) 1957. 
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key to oral penicillin effectiveness 


V-CILLIN K 


stability plus solubility provides greater absorption 





—twice as much absorption of penicillin as from buffered 
potassium penicillin G given orally. 

Greater total penicillemia is produced by 250 mg. ‘V-Cillin K’' 
oman dat- Tam oh molt OMe Omelaln cmor-li hme) mlalee-linlel-vollll-lam el aeler-lial-m el-1a0 
icillin G. Also, high serum levels are attained more quickly 


with this new oral penicillin. 


These unique advantages of 'V-Cillin K’ assure maximum peni- 
cillin effectiveness, and dependable therapy, for penicillin- 


sensitive infections. 


Scored tablets of 125 and 250 mg. (200,000 and 400,000 units). 


ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 


833211 
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Frequent Failures 


ry one of us has failed frequently 
ad often miserably in some treatment 


a rocedure. It is hard for us to admit 
hese shortcomings to ourselves and 


sie ally impossible to acknowledge 


Yhem in public forum. Our ego and 
our self-importance do not take cri- 


ae 
: 
a 


well. At almost any cost we 
yto defend our ego-structure from 
sault. Most of us go to the extreme 


4 epmecting our self-esteem by claim- 


skills and attributes that we either 


‘ not possess or that we own in 
smaller measure than we care to ad- 
mit. There is nothing notably path- 
“ologic in this mechanism of defense, 
‘unless it pushes us into a world of 
fantasy where we lose touch with 
“reality and are no longer capable to 
: he self-analysis. 


We have all exposed pulps by ac- 


ident, fractured roots during extrac- 
‘tion, had our inlays drop out and re- 
iioed to us in toilet tissue, construct- 
‘ed dentures that were an offense 


against esthetics and mechanics. The 
ftuth is far from him who claims 


‘otherwise! 


- Ittakes substantial character for us 
fo admit te a patient that what we 
have done for him is somewhat less 
than the best. It also takes more than 
4modicum of character and courage 
lostand before an audience of dentists 
aid announce our incompetence. I 
fannot recall that I have heard this 
done, although I recall many wind- 
bags who faced a group of dentists 
and told how good, clever, and perfect 
they were (not the group, the wind- 
bag). 

Few people in the course of history 
have had the superhuman kind of 
honesty that it takes to put a catalog 
Of their weakness, vice, and incom- 
pétence in writing for all the world 
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How To Remove Calculus And 
Stubborn Stain- Quickly. Gently 


New Portable 
Prophylaxis Unit 
@ With this new Unit, even the most 
difficult prophylaxis and scaling pro- 
cedures are completed in one sitting. 
Tiring, time-consuming hand instru- 
mentation is eliminated, as are un- 
pleasant scaling sensation, tissue lac- 
eration and postoperative sensitivity. 
In fact, patients report eating dry 
toast without discomfort soon after 
extensive scaling procedures have 
been completed. 


Rapid Technique 
In operation, the blunt instrument 


tip is guided lightly along the tooth 
from occlusal to gingival attachment. 
Ultra-rapid vibrations, so minute as 
to be unnoticeable, quickly dislodge 
all deposits, leaving velvety smooth 
crown and root surfaces. \\o ahrasiy: 


is used. 


Fingertip Control 
Since no effort or pressure is re- 


quired during the operation, the light 
handpiece can be precisely controlled. 
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Partial selection of ila -snap-in tips 


available with Unit. 


ee 


Portable P rophyl axis Unit—Cavitro1 
"30" only Q” wide. Lo” high, eg 
deep. Sup pliec Nith set of guick-snap 


in tips. 


Vision is good, and quick-snap-in tips 
supplied with the Unit provide access 
to all areas. 


Private Demonstration 

Demonstration of the Unit in your 
office can be arranged through your 
local Cavitron dealer. Mail the cou- 
pon below—today. 


CAVITRON EQUIPMENT CORP. 
42-26 28th Street 
Long Island City 1, N. Y. DD-12 


C] Yes—I would like to test the new 
Portable Prophylaxis Unit on my 
problem cases. Please arrange for 
a demonstration. 

() Please send literature. 


Dr. 





to see for all time. Saint Augustine 


literature is more mature. There we 


is one notable exception that comes 
to mind. On the other hand, the liter- 
ature of mankind has been surfeited 
with autobiographies written by men 
who extolled themselves. 

So far as I have observed, the den- 
tal literature has little of the nature 
of self-analysis. Most dental case re- 
ports describe the great success of a 
procedure. The recital of errors in 
diagnosis and treatment is quite un- 
heard. In this respect the medical 


read frequent reports of failures, both 
minor and catastrophic. 

One of the most refreshingly honest 
pieces of writing that has come to my 
attention appeared in the British Med- 
ical Journal: “The Human Factor as 
a Cause of Delay in Diagnosis in 
General Practice.” This is the report 
of ten cases in which the physician 
who wrote the article described his 
delays in diagnosis. Six of the patients 

(Continued on page 554) 











suffered from malignant diseases! 

Case.9 is that unfortunate kind that 
lies in the terra incognito, or to mix 
the metaphor in the twilight zone, 
between medical and dental practice. 

“A man aged 77 came to the sur- 
gery complaining of a sore mouth. 
He was edentulous, and on the gum 
of the left lower jaw at the back of the 
mouth there was an area of exudate. 
He wore dentures, and had not had 
a new set for 15 years. It was felt that 
this was a traumatic lesion due to 
rubbing of the dentures, and he was 
told not to wear them and to see his 
dentist with a view to obtaining a new 
set. He was also given a simple mouth- 
wash. 

“At his next visit he said that the 
pain had almost gone, although the 
area of exudate was still present. 
About three months later he returned 
and said that his mouth still troubled 
him and was sometimes painful. On 
examination it was obvious that there 
was an ulcer present, although this 
was still partly concealed by exudate. 
The surgeon to whom the patient was 
sent wrote: ‘I agree with you that the 
ulcer is almost certainly malignant. 
It has rather rolled everted edges and 
seems to be involved in the mandible.’ 
A biopsy showed it to be squamous 
cell carcinoma, and deep -ray therapy 
was begun. 

“The delay in the diagnosis was 
due to the fact that the practitioner 
came to the conclusion that the ill- 
fitting denture was the cause of the 


trouble, and, when improvement took’ 


place, did not follow the case closely. 
Also, the case was in the borderline 
between medicine and dentistry, and 
was receiving treatment from both 
sources. The most important factor 
was that the practitioner had not seen 
a similar case before.” 

Why do we have such failures? 
Ignorance is likely a common reason. 
It is not the only one. A delay in 
diagnosis and the failure to give ade- 
quate treatment is often the result of 
a “human factor,” according to Elli- 
ott—Binns, the forthright author of 
the case reports of self-analysis. 

“The human factor may be defined 
as an attitude of mind of the doctor 
toward the patient, which influences 
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New Developments in Myerson’ 
Dura-Blend Plastic Teeth 


UNDETECTABILITY NOW ACHIEVED WITH FACILITY 


EVEN IN PARTIAL DENTURES 


New Shades Improve 

Matching Accuracy 

Shade matching accuracy is always 
important but in partial dentures it is 
critical. A development project was 
set up to further advance the present 
superiority of Dura-Blend plastic 
teeth in this respect. 


The first step was to make a master 
shade guide composed of all the prin- 
cipal tooth shades available. Patients 
were examined for closest match pos- 
sible with this master shade guide. It 
was demonstrated that by the addi- 
tion of three new shades, the Dura- 
Blend shade guide offered first choice 
for accuracy of match more often than 
any other — in fact, exceeding by 
447% the brand scoring second. These 
new Dura-Blend shades are composed 
of one quite bright and light, one 
similar but darker and one quite grey. 


13 New Moulds 

The new moulds introduced with 
Myerson’s AEsthetic porcelain teeth 
successfully combined naturalness 
with cosmetic effects. To offer the 


Figure 1. Dura-Blend now offers choice of 
profile (A) Characteristic of new moulds; 
(B) Typical of many existing moulds. 
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same facility in plastic teeth, ten of 
the most popular upper anterior form; 
were chosen to be added to the present 





beautifully carved and characterized 
Dura-Blend moulds. 


Wider Range Increases Convenience 
These moulds also will be useful where 
the following features are indicated: 


1. More subtle labial carvings. 

2. Slender forms. 

3. Longer ridge lap (see Figure 1), 
Four of the new upper moulds are 
square in outline. Three lower moulds, 


short in relation to width, have been 
added to increase convenience. 


Tested for Detectability 
Naturalness is often claimed for arti- 
ficial teeth without any proof what. 
soever. It was decided to actually test 
Dura-Blend teeth for this very im. 
portant feature. 


Representative Dura-Blend teeth were 
used in an anterior partial. The sur- 
rounding natural teeth were charac. 
teristic in appearance of good health 
and good dental care. 


Figure 2. Forms used to record dentist’ 


choices in detectability test. 
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his judgment in such a way as to 
make it more difficult for him to come 





circumstances of the patient’s visit. 
“In the second type the doctor’s 


to a correct diagnosis. This factor 
may be due to the particular circum- 
stances of the interview or to an atti- 
tude of mind which has developed 
over many past interviews. 

“Tn the first type the doctor may be 
in a frame of mind where his judg- 
ment is clouded owing to fatigue, 
boredom, ill-health, worry, or because 
he is in too much of a hurry; or he 
may be irritated by the patient or the 


judgment may be blunted in one of 
several ways. He may see the patient 
so often that the visit becomes social 
rather than medical; he may know 
the patient to be neurotic or a hy- 
pochondriac, and anticipate that all 
his symptoms are of this type; he may 
be treating the patient for one partic- 
ular disease, and discard irrelevant 
symptoms without adequate consider- 
ation. Also he may know the patient 
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Figure 3. Dentist examining patient at close range in Dura-Blend detectability test. 


The patient was displayed at the 1958 
meetings of the Dental Society of the 
State of New York, the Massachusetts 
Dental Society and the Ontario 
Dental Society. 


Lights were placed so as to give 100 
foot candles illumination on the teeth. 
All dentists attending these meetings 
were eligible to participate. The pa- 
tient was placed so that an examina- 
tion by the dentist with his eye two 
feet from the patient’s teeth was com- 
fortable. The dentist was given a card 
on which to indicate which teeth were 
artificial (see Figures 2 and 3). 


Results 

The results of the test were tabulated 
separately for each of the meetings. 
They were so uniform that it became 
clear that the total for the three meet- 
ings was a statistically significant re- 
sult within the limits required for this 
test. The results are in Table I. An 
answer was considered correct when 
the participant correctly indicated the 
artificial and the natural teeth. No al- 
lowance was made for chance correct- 
ness, although many participants com- 
mented that they were just guessing. 


Table I 


Meeting % Correct 


12.5 
12.5 


oronto 





It is safe to conclude that teeth scor- 
ing as shown, under the severe condi- 
tions described, are actually undetectable 
under ordinary conditions. 


Maximum Satisfaction with 
Dura-Blend Anterior Teeth 

With undetectability, plus the supe- 
rior facilities for shade match plus 
greater convenience of the amplified 
range of shapes and sizes, maximum 
satisfaction for both the dentist and 
the denture patient is now attainable 
by the use of Myerson Dura-Blend 
Anterior Teeth. Their durability is still 
unequaled and is backed by a record 
of ten years of successful use in hun- 
dreds of thousands of cases all over 
the world. 


Write for new shade guide and new 
mould chart. Address: Myerson Tooth 
Corporation, 91-90 Hamilton Street, 
Cambridge 39, Massachusetts. 


Advertisement 
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socially to such an extent that he is 
unwilling to examine the patient thor- 
oughly—for example, to carry out a 
rectal or vaginal examination. It is 
well known that if a doctor treats a 
person he knows very well—for ex- 
ample, a member of his family—he 
often treats them badly. 

“It is stressed that the patient is 
neurotic does not imply that a human 
factor is operating, but only if the 
patient’s neurosis has built up an atti- 
tude in the doctor’s mind.” 
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The best fortune that can come to 
some patients is for them to be re- 
quired to change dentists. I know that 
this is not the traditional or popularly 
held belief. It is generally thought, 
and much is made of it, that a long 
association between a patient and a 
dentist results in understanding, con- 
fidence, and in the more recent psy- 
chologic jargon, rapport. This may 
indeed be true, but these human val- 
ues do not necessarily mean an excel- 
lence of professional services. 





We may and often do become so 
attached to a patient as a human be- 
ing that we do not give him our best 
in professional care. In such cases 
we shield and protect the patient and 
do not wish to subject him to undue 
pain, discomfort, or expense. The re- 
sult is that the services that our fam- 
ilies, our friends, and our colleagues 
receive from us are often inferior to 
those received by patients who are 
known to us only in the framework 
of the professional relationship. With- 
out hesitation and with considerable 
humiliation I plead guilty to this 
charge! 

Before any one of us is too quick 
to rise to his own defense and reject 
the indictment, please take a good 
look at our colleagues (and even our- 
selves) and answer this question: “Do 
dentists receive as good dental care 
as do most non-dentists?” If your ob- 
servations and experience have been 
similar to mine, the answer is “No.” 
It is indeed, the “human factor” in 
operation. 


—E.J.R. 








THE ULTIMATE IN 
CRAFTSMANSHIP 








-BS- 
POLISHING ANGLE 


This is the finest polishing angle we 
have ever produced. 


The above actual size illustration 
shows how full size parts fit into 
shorter design due to no latch. 
Everything completely stainless and 
non-corrosive. Moving parts hard- 
ened for longer wear. No square or 
sharp edges. Even children's pos- 
terior teeth can be reached without 
discomfort. Fully guaranteed. 

Furnished for Doriot hand pieces 
with bushing for hexagonal nose 
hand pieces if specified. $1.00 extra. 


BS Polishers and Brushes 
Available 
Order From Your Dealer 
YOUNG DENTAL MFG. CO. 
St. Louis 8, Mo. 
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An Unresolved Problem 
Dear Editor: It was no surprise to 
learn that my paper, Possible Bio- 
logic Hazards of Strontium®® and 
Fluoridation, in the February, 1958 
issue of DENTAL Dicest evoked con- 
siderable concern and comment. 
Strontium” and fluoride are at pres- 
ent very much in the public mind. 
While, as expected, comment ran pro 





and con, it was gratifying to learn 
that most of it was favorable to the 
thesis of my article. 

1 am directing this communication 
to some critical letters which ap- 
peared in the July, 1958 issue of 
DentAL DicEst. Specifically I refer 
to the communications of Doctor 
Brudevold and Doctors McConnell 
and Robinson respectively.1 Their 
criticism in essence concentrates on 
opinion, that strontium fluoride can- 
not form in the human body. In pos- 
tulating the possible formation of 
strontium fluoride I may have over- 
simplified the problem, but it should 
not be taken that this excludes the 
possible formation of other complex 
compounds in the physiologic en- 
vironment which incorporate stron- 
tium and fluoride. This also, does not 
alter my thesis; on the contrary, it 
extends it. 

Doctor Brudevold expresses a be- 
lief, held by many, that these two 
elements substitute for calcium and 
hydroxyl in the hydroxyapatite struc- 
fig (ure assumed for bone mineral. If this 
ym is the case it is quite evident that 
fluoride and Strontium®? may well find 
themselves in the same molecule. This 
certainly does not negate the inter- 
acting potentialities of fluoride and 
strontium. On the other hand, in the 
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respected opinion of other investi- 
gators, the spatial structure limits the 
amount of strontium which may enter 
the hydroxyapatite crystal and these 
investigators indicate that additional 
mechanisms for the deposition of 
strontium must be sought.? This of 
course touches lightly on the differ- 
ent thinking concerning the disposi- 
tion of marginal elements such as 
fluoride, strontium, radium, lead, in 
bone tissues and calcifying systems. 
It should be clear that the disposition 
of such elements within the body is 
not fully understood or known. The 
same may be said of the solubility 


relationship within the physiologic . 


environment. Because of the many 
factors involved, the solubility of 
bone salt in the body is not an estab- 
lished certainty.® 

On the matter of solubility it is 
interesting in this respect to draw 
attention to the confusion and contra- 
dictions relating to calcium and stron- 
tium. Thus, Doctor Brudevold seems 
to lay great stress on the relative 
“test tube solubilities” of calcium and 
strontium. Just how this concerns the 
possibilities under the dynamics of 
physiologic conditions he does not 
make clear. He relates the solubility 
of strontium fluoride to calcium fluo- 
ride and therefore considers the for- 
mer quite soluble. Doctors McConnell 
and Robinson acknowledge the lesser 
solubility of calcium fluoride but still 
regard strontium fluoride as highly 
insoluble. A communication from 
Doctor J. L. Kulp* informs me that 
the insolubility of strontium fluoride 
is so great as to preclude the absorp- 
tion via the intestinal tract. On this 
basis the absorption of calcium fluo- 
ride would suffer a similar fate. 

Regardless of the above opinions, 
and the apparent confusion they re- 
flect it is known that fluoride gains 
access to the body even when ingested 
in many insoluble forms. Further- 
more, it is an established fact that 
fluoride and strontium are found in 
the body and retained in identical 


2Engstrom, A., et al.: Bone and Radioactive 
— New York, John Wiley & Sons, Inc., 


%3Neuman, N. F., and Margaret, W.: The 
Chemical Dynamics of Bone Mineral, Chicago, 
University of Chicago Press, 1958. Chapter 2. 

4Kulp, J. L.: Columbia University, New York, 
Personal Communication. 
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tissues. Doctor Brudevold’s investiga- 
tion provides evidence of this. Ap- 
parently the above critical considera- 
tions lean too heavily on sterile 
chemical deduction and too little on 
physiologic reality. 

Doctor Brudevold seems to contra- 
dict his serious concern over the 
hazard of Strontium” in teeth if we 
are to believe an item quoting him 
in the April 15, 1958 issue of Denial 
Times. Does he mean to infer that the 
possible interaction of additional 
toxic substances eliminates the hav 
ards which he fears, or does he meat 
to imply that no potentiating effect 
may be expected by the interaction of 
Strontium® and fluoride within the 
body tissues? It would seem that Doc- 
tor Brudevold and the other critics 
have missed the salient point of m) 
discussion. Doctor Brudevold cannot 
escape the fact that his own research 
demonstrates the intimate presence 4! 
strontium and fluoride in identical 
tissues, regardless of how one maj 
believe strontium and fluoride ate 
combined. Furthermore, Doct! 
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Brudevold apparently makes refer- 
ence to material which was recently 
published in the Journal of the 
American Dental Association®, to 
support his contentions. His findings 
are essentially analytical determina- 
tions for strontium and fluoride made 
with a limited number of teeth 
gathered from a few highly divergent 
communities. These results do not 
represent the findings procurable 
from controlled experimentation de- 
signed to determine the effect of 
known intakes of strontium and fluo- 
ride in relation to tooth composition 
and possibly related physiologic ef- 
fects. Conversely, the values he re- 
ports are related to unknown intakes 
and unknown exposures, and the re- 
sults, as would be expected, are 
purely adventitious. His conclusions 
are unwarranted and have little 
meaning. 

It would be a great mistake to 
leave the resolution of this important 
the hazard of 
opinion, no matter how expert. These 
critics have not been responsive to 
the general thesis of my discussion 
since the all-important matter of 
toxic interaction between the ele- 
ments under consideration received 
virtually no attention. Nevertheless, 
we are confronted with the reality of 
an increased intake of both fluoride 
and Strontium®, both highly toxic 
substances, as a result of fluoridation 
and radioactive fallout affecting in- 
creasingly larger sections of the popu- 
lation. Apparently it is necessary to 
reiterate some of the salient points 
of my thesis: 

l. Fluoride is 


matter solely to 


definitely  estab- 
lished as a toxic substance and evi- 
dence of its toxicity is known even 
when the intake is occasioned via 
water supply containing less than one 
ppm fluoride. 

2. It is commonly accepted that 
Strontium” is a highly toxic element 
and the cause of widespread appre- 
hension at the present time. 

3. Both elements may be found in 
the human body. Fluoridation and 
radioactive fallout are presently re- 
sponsible for a general increase in 


Steadman Luville T.;: Brud 
; man, .s evold, Finn; and 
Smith, Frank A.: Distribution of Strontium in 
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Slightly Controversial 


It often happens that two people 
will discover, develop or invent the 
same thing at the same time. Edison 
and Bell were in this predicament. 


However, we are in the reverse 
position of having perfected two 
new products at the same time. 
One you know about, MER-DON 
7. The second is a silicate, TRI- 
SILICATE 9. 


TRI-SILICATE 9 has none of the 
defects of old silicates, regardless of 
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9 is unbreakable. 


Those of you who have been 
following our column and who 
are using MER-DON 7 have no 
reason for changing. Both MER- 
DON 7 and TRI-SILICATE 9 
have similar physical properties. 
The real difference outside of 
their composition is that of tech- 
nique. 

MER-DON 7 utilizes the brush 
technique. It is a fiberglas polyester 
type. 


TRI-SILICATE 9 utilizes the 
slab mix technique. It is a tri- 
silicate type. 


You might say that MER-DON 7 
corrects the past defects of the acrylic 
type fillings, while TRI-SILICATE 9 
corrects the defects of the silicate. 

Both of these filling materials 
are strong enough to restore 
corners in anteriors and for use 
in posterior work where esthetics 
is desirable (and where isn’t it 


desirable? ). 


Both of these filling materials are 
strong enough for permanent full 
crowns anywhere in the mouth, even 
where amalgam would not hold! 


By actual comparative tests, 
MER-DON 7 and TRI-SILICATE 
9 have GREATER compression 
strength than any anterior fill- 
ing material available, here or 
abroad. 


By actual wear tests, both outwear 
silicate, acrylic and amalgam. 


We predict that eventually you 
will be using MER-DON 7 or TRI- 
SILICATE 9. They supplant the 
silicates and acrylics, and to a 
great extent, amalgam. 


Why not check these materials at 
your local society meeting. We will 
supply the materials with our compli- 
ments, if requested on official station- 
ery by an officer. Also, we furnish an 
outline of procedure and a few props. 


One more thing. In contrast 
to silicates, MER-DON 7 and TRI- 
SILICATE 9 liquids are abso- 
lutely neutral, (non-acid) do not 
affect the pulp. No cavity liner is 
necessary, or indicated. 

Send $2.00 for generous trial pack- 
age of either MER-DON 7 or TRI- 
SILICATE 9. 


American Consolidated 
Manufacturing Co., Inc. 


$35 N. 19th Street 
Philadelphia 30, Pa. 
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their intake by large sections of the 
population. 

4. Both elements are bone seekers 
and tend to accumulate in and 
damage such tissues; it is likely that 
they may accumulate also in tissues 
subject to pathologic calcification. 

5. Recent findings confirm earlier 
suspicions that relatively high con- 
centrations of fluoride can accumu- 
late in the soft tissues of the body. 
The primary effect of such accumu- 
lations and the potentiating action of 
a fluoride-Strontium®”? combination 


in such sites is one of the major ques- 
tions raised in my discussion. 

6. Since the study of Volker®, it is 
generally accepted that increase in 
fluoride content decreases the effec- 
tive solubility of bone mineral which 
seems to be a basis for the chronic 
toxic effects of fluoride at low levels 
of intake. This may well influence the 
retention of Strontium”. 

(Continued on page 560) 


®Volker, J. F.: Effect of Fluorine on the Solu- 
bility of Enamel and Dentine, Proc. Soc. Eper. 


Biology and Med. 42:725 (Dec.) 1939. 
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7. When a water supply is fluori- 
dated to the 1 ppm level it has been 
estimated that the fluoride intake of 
the average person is increased by 
about 300 per cent. 

8. In view of the widespread dis- 
cussion concerning the Strontium? 
hazard it would be pointless to dwell 
on its importance beyond passing 
mention. 

9. It is definitely known that fluo- 
ride is an enzyme poison and inhibi- 
tor. Some enzymes are inhibited by 
extremely low concentrations of fluo- 
ride, considerably less than that which 
has been found in the bony and soft 
tissues. Since enzymic disturbances 
are fundamental factors in disease pro- 
cesses it would be a grave error to dis- 
miss this factor as well as the possible 
complicating effects which may result 
from a_ fluoride-Strontium®” 
action. 

10. Above all it should be clear that 
the evaluation of the toxic interaction 
of fluoride and Strontium” is an un- 
resolved matter and hence the ques- 
tions raised in my discussion remain 
unanswered. 

James G. Kerwin, D.D.S. 
Department of Health 
Passaic, New Jersey 
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blood test for the detection of 
tuberculosis. 
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City 





See page 521 D.D.12 


WHITEHALL LABORATORIES 
22 East 40TH St., New York 13, N. Y. 


Please 
Anacin. 


send professional samples of 


Dr. 





Address 





+ an 





meee 


D.D.12 





See page 522 


Peter, Strone & Co., Inc. 
207 E. 37TH St., New York 16, N. Y. 


Please send further information about 
Laclede odor control therapy. 


Dr. 


Address 








City 





562 








ONE 
CAN 
FREE 


..- With 
purchase of 
3 cans of the 


NEW 
IMPROVED 
JELSET 


One of the 
fine Opotow 
products 


e The best of all 
alginates 


e Easy to mix 


e Creamy consis- 
tency 


@ Smooth, de- 
pendable 


e Greater 
_ strength 


Special 4 for 3 Deal: 


220 West 42nd St. 





ASK YOUR DEALER NOW 


4 Cans Jelset (regular $4.50 each) $18.00 
Special 4 for 3 Deal 13.50 


(Use coupon on page 563 as your order form) 


INTERSTATE DENTAL CO.. INC. 





You Save 4.50 


New York 36, N. Y. 














See page 522 


Peter, Stronc & Co., INc. 
207 E. 37TH St., New Yor«k 16, N. Y. 


Please send further information about 
the Benzodent Treatment. 


Dr. 
Address 
City 


D.D.12 














See page 552 


Eur Litty & Co. 
INDIANAPOLIS 6, IND. 


Please send free information on V-Cillin 


K. 

Dr. 
Address 
City 


D.D.12 














See page 553 

CAvITRON EQuipMENT Corp. 
42-26 28TH Sr. 

Lone IsLanp City 1, N. Y. 


Please send details about Portable Pro 
phylaxis Unit. 
Dr. ; 
Address 
City 
See pages 554, 555 
MYERSON TootTH CORPORATION 
CAMBRIDGE, 39, MAss. 

Please send new shade guide and nev 
mould chart. 
Dr. 
Address 














DDL 
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AMERICAN CONSOLIDATED MFG. CO., INC. 


835 N. NINETEENTH STREET > 





PHILADELPHIA 30, PA. 








var Doctor: 


So often we hear—" Does your new filling material—Mer-Don 7 
et ADA specifications?” All we can answer is that it can not. 


hy? Simply because the ADA only writes specifications for 


D materials. This is not a slam. It is simply their policy to 
jit until a material gains widespread use and then write specifi- 


tions that apply ONLY to that particular type. We feel this 


its progress because improvements invariably make the product 
loutside the specs. It can not comply. 


Mer-Don 7 is both an improvement and a new concept. Our 
mdards are: YOU WRITE THE SPECIFICATIONS; Mer-’ 


amalgam, silicate, acrylic. We can unconditionally state these 
ree things: 





1. Mer-Don 7 will-restore a tooth where amalgam would 
fail due to size. 


2. Mer-Don 7 will be insoluble and permanent where 
silicate would wash out and/or break. 


3. Mer-Don 7 will remain rigid, strong and firm where 
acrylic would inevitably give, loosen and fail. 


In addition, MerrDon 7 gives complete esthetics, anteriorly 
d posteriorly. IT IS FOR ROUTINE USE IN ALL FILLINGS. 


Mer-Don 7 is available through your AMCO dealer. 
Yours for better dentistry, 


SEND $2.00 FOR GENEROUS TRIAL PACKAGE 








See page 555 


Younc DenTAL Mere. Co. 
St. Louis 8, Mo. 


Please send information on Polishing 


D.D.12 | See page 558 D.D.12 
Rower DENTAL Mec. Co. 
Boston 16, Mass. 


Please send information on Periodontal 


























Angle. Pack. 

Dr. Be 2 Ns Dr. 

Address PP oe et Address 

City __ City 

See page 556 D.D.12 | See page 558 D.D.12 


MIDLAND PHARMACAL Corp. 
45 West 45TH St., New York 36, N.Y. 
New Yor« 36, N. Y. 


Tue S. S. Wore DENTAL Mre. Co. 
PHILADELPHIA 5, PA. 


Please send information about Tarno 

















Forceps. Please send information on Snug Denture 
Cushions. 
eis Se 
+ —.1 Dre. 
Address 
- Address 
ME SE NOR RAILS Ee OE cay... 





DECEMBER 1958 


m7 WILL EXCEED THEM. Mer-Don 7 combines the best’ 








See page 560 D.D.12 


AstrRA PHARMACEUTICAL Propucts, INc. 
WorCESTER 6, Mass. 


Please send information on Xylocaine 
Viscous. 


Dr. 





Address 





City 








See page 561 D.D.12 


THE Knox Co. 
1400 CAHUENGA BLvp. 
Ho.tywoop 28, CALIF. 
Please send samples and professional 
literature, 


Dr. 





Address 








City 





See page 562 D.D.12 


INTERSTATE DENTAL Co., INC. 
220 West 42ND Street, New York 36, N. Y. 


Please send combination offer of Jelset 
Impression Powder mentioned in ad. 


Dr. 





Address 





City 








Dealer 














D.D.12 


See third cover 


CooKE-WAITE LABORATORIES, INC. 
1450 Broapway, New York 18, N. Y. 


Please send information concerning Im- 
proved Ravocaine and Novocain. 


Dr. 





Address 








City 





See fourth cover D.D.12 


Tue Dentists’ Suppty Co., Dept. A 
York, PA. 


Please send Trubyte Slide Library Cata- 
log. 





Dr. 


Address 





City 





Preparation, September 378 
Jacobson, Robert L.: The Air-Driven 
Turbine Handpiece: Its Application 
to the Full Crown Preparation 
Pearson, H. H.: An Evaluation of High 
Speed Rotary Cutting of Tooth Tis- 
sue (An Abstract), July 
Perlow, Jack: Bruxism: Treatment of 
a Case, October 434. 
Protell, Martin R.: The Dynamics of 
High Speed for Full Coverage Prep- 
arations, March 
Soraci, Frank N.: Comprehensive Rou- 
tine Ultrasonic Dentistry—Part One, 
October 
Soraci, Frank N.: Comprehensive Rou- 
tine Ultrasonic Dentistry—Part Two, 
November 
Soraci, Frank N.: Comprehensive Rou- 
tine Ultrasonic Dentistry—Part Three 
December .. 





312 











426 








930 





Oral Pathology 


Aphthous Stomatitis (An Abstract), 
May 224 
Aphthous Ulceration of Mouth (An Ab- 
stract), October 454 
Canker Sores (An Abstract), January. 19 
Duggan, John J.: Enlargement of Par- 
otid Glands (An Abstract), July _. 
Epsteen, C. M.: Chronic Refractory 
Mouth Disorders in the Aged, Sym- 
posium on Difficult Office Problems 
(An Abstract), November 
Lamber, Lewis H., and Jillson, Otis 
Field: Tronothane® in Primary Gin- 
givostomatitis (An Abstract), March 139 
Neff, Jack H., and Rosenthal, S. Leon- 
ard: A Possible Means of Inadvertent 
Transmission of Infection to Dental 
Patients (An Abstract), October __ 
Rohs, Lloyd C.: Intestinal Polyposis 
and Pigmented Spots of Lips (An 
Abstract), October 








300 


901 





460 


448 





Oral Reeonstruction 


Greene, Arnold R.: Maintaining the 
Psychophysiologic Equilibrium of 
the Patient in Relation to the Tem- 
poromandibular Joint, April 

Monica, Woodrow S., and Raymond, 
Louis F.: Unilateral Headaches 
Caused by an Imbalance of the Mas- 
ticatory Muscles, December 

Pokorny, Donald K.: Fixed Appliances 
in Rehabilitation, January 24 

Puckett, John B.: Treatment of Goowd: 
ed Lower Anterior Teeth in Adults, 
July 

Rubinstein, Murray N.: Orthodontic- 
Prosthetic Approach in Occlusal Re- 
construction, December 








301 





033 





Oral Surgery 


Atterbury, Robert A.: A New Maneu- 
ver in the Reduction of Mandibular 
Dislocation: Report of a Case, May 222 
Inorganic Bone is Successful in Jaw 
Defects (An Abstract), April 
Levin; Harry L.: Postoperative Dental 
Pain Treated by Leritine®, August__. 
Replantation of the Mandible in Can- 
cer Surgery (An Abstract), Novem- 


342 


493 





er 

Wakin, Louis C.: Anatomic and Surgi- 
cal Considerations in Acute Neck In- 
fections of Oral Origin, June 


Periodontics 


Fiaschetti, Frank J.: Temporary Splint- 
ing in Periodontal Therapy—Part 
One, May 

Fiaschetti, Frank J.: Temporary Splint- 
ing in Periodontal Therapy—Part 
Two, June 265 

Udis, Lewis B., and. Udis, Edward L.: 
Gnathologic and Periodontal Con- 
cept in Oral Rehabilitation—Part 
One, March 

Udis, Lewis B., and Udis, Edward L.: 
Gnathologic and Periodontal Con- 
cept in Oral Rehabilitation—Part 
Two, April 

Udis, Lewis B., and Udis, Edward L.: 
Gnathologic and Periodontal Con- 
cept in Oral Rehabilitation—Part 
Three, May 

















Radiation 
All Added Rays Perilous (An Ab- 


stract), November 
Duffy, B. J.: Can Radiation Cause Thy- 
roid Cancer? (An Abstract), April_ 
“The Horse’s Mouth” (An Abstract), 
February 
Radiation Exposure 
March _. 
Radiation: Further Warnings (An Ab- 
stract), February 








(An Abstract), 








Restorative Dentistry 


Kinghorn, A., and Allan, Douglas N.: 
Inlay Production from Rubber- Based 
Impressions, November 

Reiter, David: A New Retainer and a 
New Matrix Strip for Anatomic 
Tooth Restorations, August 





Roentgenography 
Campbell, John A.: The Reduction of 
Radiation Hazards in Dental Radi- 
ography, April 
Dillon, Charles: Reproduction and 
Duplication of Radiography, January 16 
Routine Exposures to X-rays (An Ab- 
stract), September 


177 





387 














BINDERS 


available for immediate delivery. 
Each holds a complete volume. 


Price, $4.00, Postpaid 


(Postage extra for shipment to other countries ) 


DENTAL DIGEST 


1005 Liberty Ave. 
Pittsburgh 22, Pa. 
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